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A SYMPOSIUM ON CANCER 


THE GREATEST OF ALL CLINIC NUMBERS. PRESENTED IN THE 
PHILADELPHIA NUMBER OF THE SURGICAL CLINICS 
OF NORTH AMERICA. 

This wonderful symposium opens with an original paper by one of the greatest cancer au- 
thorities in the world—W. SAMPSON HANDLEY, M.S. (Lond.), F.R.C.S. (Eng.). With 
the exception of the opening paper, however, all the clinics are from the PHILADELPHIA 
GENERAL HOSPITAL where, under the leadership of Dr. John B. Carnett, some of the 
most important cancer work in the country is being done. 

This number alone is well worth many times the price of the entire series. It has been said 
that the Surgical Clinics are the livest surgical literature published. 


Price per year (6 numbers), paper binding $12.00, cloth $16.00. 
Send orders to 


NEW ORLEANS J. A. MAJORS COMPANY DALLAS 
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Cause of Rheumatic Fever Discovered 
Specific Antiserum Prepared 


Medical authorities agree that this work constitutes the most important advance in Medicine since Insulin. 


Dr. James C. SMALL, of the Bacteriological Laboratory of the Philadelphia General Hospital, 
and the Graduate School of Medicine, University of Pennsylvania, in the January issue of THE 
AMERICAN JOURNAL OF THE MepicaL SCIENCES, announces 


THE BACTERIUM CAUSING RHEUMATIC FEVER AND A PRELIMINARY 
ACCOUNT OF THE THERAPEUTIC ACTION OF ITS 
SPECIFIC ANTISERUM 


The causative organism, Streptococcus Cardioarthritidis, spec. nov., is described and illustrated. This 
has a specific immunologic identity; it has been isolated from blood and throat cultures of patients with 
rheumatic fever and from cultures of feces in a few patients with chronic arthritis. It is capable of pro- 
ducing characteristic arthritic and cardiac pathology in rabbits, including Aschoff nodules in heart muscle, 
and from it a specific therapeutic serum has been prepared. The administration of this serum in proper 
dosage has been followed by prompt termination of the toxemia and marked improvement in the out- 
standing Clinical manifestations of acute rheumatic fever and of chorea. 

The article is a thorough one, occupying with illustrations some thirty pages, and is one which every 
progressive medical man should immediately study. Send your subscription now to insure your receiv- 


ing the January issue. Price $6.00. 





S. wie ie LEA & FEBIGER Philadelphia 
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MACMILLAN MEDICAL BOOKS 


Just Published 
TRANSFUSION OF BLOOD 


Cloth, Octavo, 137 pp., 24 engravings, $3.00 


By HENRY M. FEINBLATT, M.D., 
Assistant Clinical Professor of Medicine, The Long Island College Hospital, Brooklyn, N. Y.; Hematologist to the 
United Israel-Zion Hospital; Pathologist to St. Peter’s Hospital; Assistant Attending Physician to the King’s 
County Hospital ; Hematologist to the Shore Road Hospital; and author of “Clinical Laboratory Medicine.” 
: From the Foreword by Dr. John Osborn Polak: 
“Blood transfusion is of such great therapeutic value and has come into such general use in 
the treatment of various acute and chronic lesions that a volume of this type will do inestimable 
good and be of great value, not only to the surgeon, obstetrician and medical man but to stu- 
dents, internes and residents, who must necessarily, at times, do much of the technical work.” 


* . * ” * 
A Remarkable Biography of a Remarkable Man 


THE LIFE OF SIR JAMES MACKENZIE 
(THE BELOVED PHYSICIAN) 
Cloth, Octavo, 316 pp., $4.00 
By R. MACNAIR WILSON 


This is the story of the great heart specialist who was acclaimed as such, in spite of his ex- 
pressed détermination to be known as a general practitioner. As an unknown country doc- 
tor he worked out his discoveries concerning the functioning of the heart at a time when the 
great London specialists were actually practicing in error. Mackenzie’s obscure struggles; 
his truly dramatic discoveries; his belated recognition; his eventual return to general prac- 
tice which he had always considered the true source of research, and finally, the founding of 
the Institute at St. Andrews are related by his biographer with a warmth of feeling and a 
sureness of touch well worthy of the noble character depicted. The book makes fascinating 
reading, full of the human element in revealing the true man in this well known physician 
Mackenzie (18538-1925). { 


« 7 > * . 
A Clinical Study of Bloodstream Infection 


CAVERNOUS SINUS THROMBOPHLEBITIS 
Cloth, Crown, 196 pp., $4.50 
By WELLS P. EAGLETON, M.D., 
Medical Director, Newark Eye and Ear Infirmary, Newark, N. J.; Chief of the Division of Head Surgery, New- 
ark City Hospital; Consulting Craniologist, St. Barnabas’ Hospital, St. Michael’s Hospital, Memorial Hospital, 
Beth Israel Hospital, of Newark, N. J.; Orange Memorial Hospital, Orange, N. J.; Muhlenberg Hospital, Plain- 
field, N. J.; Mountainside Hospital, Montclair, N. J. 
A clinical study of venous infection based on personal cases of cavernous and allied 
septic and traumatic lesions of the basal venous sinuses; with emphasis upon early 
diagnosis from anatomical and pathological data, and how met by operative pro- 
cedure; with chapters on infection of the pterygomaxillary fossa vaccine and 
chemotherapy, with complete bibliography. 
~ *” > . 
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Covers Thirty Years Progress in Its Field 
CONTRIBUTIONS TO THE ART AND SCIENCE 
OF OTOLOGY 


Cloth, Octavo, 255 pp., $5.00 
By RICHARD LAKE, F.R.C.S., 

G. E. Duveen, Lecturer of Otology, University of London; Surgeon in Ear, Nose 

and Throat Department, University College Hospital, etc. 

This is a collection of outstanding papers delivered by the 

author on various phases of otology. They are culled 
from the leading British medical journals, and cover the 
striking advances made in this science over a period of 
more than thirty years. 


The Macmillan Company 
PUBLISHERS 
60 Fifth Avenue, New York 


Branch Offices: 
BOSTON CHICAGO SAN FRANCISCO 
DALLAS ATLANTA 
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The Progressive Advancements of Value in 


MEDICINE and SURGERY reach Doctors 
FIRST through the MEDICAL INTERPRETER! 


ro? 


motor laughs at miles; he covers “old Dobbin’s 
tracks with the speed of an arrow; annihilating dis- 
tance, and the results of his day’s work become a 
service to MANY, instead of a few! And how much 
greater the service; how much more the security and 


The dear old Doctor of the auld lang syne—the 
Doctor of the “saddle bags’ and plodding nags 
who, far more valiant than “the youth who bore 
through snow and ice the banner of a strange device, 
Excelsior,” braved the weather, through wind and 





rain and snow and ice, not of the poetic variety of 
fiction, but the honest-to-goodness grilling, biting 
hardships he fought his way through, over miles of 
sodden roads and mirey crossings, to reach the cry 
from afar for help. Did he ever hesitate? Not he: 
the pledge of his profession was to him a sacred 
obligation. A beacon light, guiding him through the 
darkness of the night; an impulse that quickened 
his pace through the day. The old-fashioned physi- 
cian; Heaven sent hero, whether the weather was 90 
in the shade, or 10 below zero. Without thought of 
self, and as rarely of “‘pelf’ he rode weary miles 
through the sunshine or rain; his ear ever attuned 
to humanity’s call—will his like on this earth be 
seen e’er again? 


Reminiscence runs riot on the subject, and hard it 
is to trim our pen to the narrow limits of this page: 
but here comes our good Doctor of the dynamic 1927. 
The age of multiplied ills, that requires far more 
drastic treatment than mere doses of pills. He grasps 
the wheel of his powerful car—and Zipp!! Whizz!!! 
he’s on his way harking to the same calls his pre- 
decessor did in the primitive days of 1827; but his 


“If it’s NEW—and of VALUE—it’s in the MEDICAL INTERPRETER” 


—A SERVICE— 


THE MEDICAL INTERPRETER 


1601 O Street, N. W. 
Washington, D. C. 


how vastly enhanced the safety in the modern Doc- 
tor’s work if the Medical Interpreter is pacemaker to 
his performance! . 


If he has had the advantage of daily reference to 
its enlightening influence and helpful aid, whether 
he is a graduate or a veteran, the influence of its 
study is equally beneficial. No Doctor too young, 
none too old to make the Medical: Interpreter the 
criterion of his conclusions. Ind we cannot well 
use the word “modern’’ in terms of medicine and 
surgery unless the correlation of Medical Interpreter 
Service is a part of his daily reference. This Service 
keeps the busy Doctor “in step with his time,” in the 
ever-changing attitudes and treatments, which reach 
him FIRST, and months and years ahead of any 
other source of authentic information; keeping his 
mind attuned to the fresh, NEW advancements, prac- 
tical conclusions and definate proven results. Sign 
and mail coupon, or otherwise advise us of your 
interest in the Medical Interpreter Service, and 


we will immediately supply you with all 
particulars about it. No obligations in- ? 
curred. - 
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Oxford Medical Publications 


THE HISTOLOGY OF THE MORE IMPOR- 
TANT HUMAN ENDOCRINE ORGANS 
AT VARIOUS AGES 
By Evcenia R. A. Cooper, M.D. 

122 pages, 62 illustrations. Cloth, $4.00 





EARLY REVIEW 


At this particular time, when the endocrines are at 
the forefront and are being given intensive study, all 
worthy literature on the subject is more than acceptable, 
for while much may still be theoretical it is very prob- 
able that we may find something worthy our notice in 
everything published. 

The book now before us will, without a doubt, fill a 
want, as it covers ground that has not previously en- 
tered the literature, in so far as can be discovered—the 
variation of the endocrines at various ages and the like 
variation in functions encountered at such ages. In 
other words, the work completely covers the histology of 
these glands from birth to the end of life and not of 
them taken hit or miss at one particular age. Such a 
complete revelation may give us still better ideas of the 
endocrines and a better guide to both diagnosis and 
treatment. We will at least know whether or not the 
endocrines remain the same throughout the entire life of 
the individual and if there is a change in their functions 
as life progresses. 

The work is particularly well illustrated, that the 
reader may be shown the variations, microscopically, 
taking place as age advances. Everything seems to go 
to show that man is not the child grown up, but that 
the former undergoes changes with advances in age. 

Because the literature in general has not heretofore 
delved deeply into this phase of the endocrines, this book 
holds a very considerable interest and should receive 
rather marked attention.—Western Medical Times. 


GASTRIC FUNCTION IN HEALTH AND 
DISEASE 


By Joun A. Rye, M.D. (Lond.), F.R.C.P., Assistant 
Physician and Lecturer on Medical Pathology 
Guy’s Hospital. 


160 pages, illustrated. Cloth, $2.75. 





EARLY REVIEW 


... The first section of the book deals with gastric func- 
tion in health; the remaining two sections are devoted 
to gastric -function in disease. Throughout the text 
clinical observations, laboratory tests and experimental 
physiologic studies are carefully considered in their re- 
lation to one another, affording clear, sound and well 
balanced discussions of very practical nature. The au- 
thor is partial to the fractional method of analysis of 
gastric contents; he also emphasizes the importance of 
the time of the “dyspeptic reaction,” immediate or de- 
layed; he further stresses the relation of the ‘‘physiologic 
type” or “gastric habit” of the individual to the gastric 
function both in health and in disease, and finally de- 
velops the fact that whether we are dealing with clinical, 
radiologic or chemical symptoms and signs, each response 
expresses merely an exaggeration or depression of a nor- 
ma] reflex.—American Medical Association. 
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THE PATHOLOGY AND TREATMENT OF 
DIABETES MELLITUS 
Second Edition 
By Gerorce GraHAM, M.A., M.D., F.R.C.P. 
245 pages. Cloth, $2.75. 





EARLY REVIEW 


The production of insulin, with the extraordinary 
changes produced in the treatment of diabetes as a re- 
sult, has caused the appearance of a very considerable 
number of more or less exhaustive contributions to the 
important subject of diabetes mellitus. Naturally a very 
large ‘part of the text of this small volume of a little 
over 200 pages is devoted to insulin and its employment. 
It is well recognized that while insulin may do much in 
controlling diabetes it is not a cure, and its discovery has 
not cleared up all the mysterious factors concerned. In 
the latter part of the book some 80 pages are devoted to 
recipes and basal metabolism charts, with a considera- 
tion of the maintenance diet and thé so-called “Ladder 
Diet’”’ of the medical clinic of St. Bartholomew’s Hos- 
pital. The author has succeeded in providing a very ex- 
cellent little manual that we can recommend.—Thera- 
peutic Gazette. 


OBESITY 
By Lreonarp Wiss, M.D. 
184 pages, illustrated. Cloth, $3.35. 


EARLY REVIEW 

This monograph differs markedly from the usual in 
that it is written and conceived in somewhat of a whim- 
sical style. . . 

There are five chapters, entitled ‘““‘The Tributaries of 
Obesity,” “The Bantlings of Obesity,” “Eve, Dealing 
with Obesity in the Female,’ “The Complicity of the 
Endocrines,” and ‘“Counterchecks.” Even these titles 
are out of the ordinary. There are five appendices, deal- 
ing with a table for average weights for men and women, 
respectively, average weights and heights in the young, 
the modified Banting dietary, and the unfired dietary. 

The material proves most interesting reading, being 
both instructive and a source of extreme pleasure. One 
is really surprised that a medical publication can afford 
so much satisfaction and pleasure. It is most admirably 
suited for reading in leisure hours.—Medical Journal] 
and Record. 








DETACH HERE 
OXFORD UNIVERSITY PRESS 
American Branch 
35 West 32nd St., New York 

Dear Sirs: 
Please send me the volumes checked on this 
coupon. 
(CiCooper—E ndocrine [JGraham—Diabetes Mel- 
Organs litus 
OORyle—Gastric Function [)Williams—Obesity 
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REST RECREATION RECUPERATION 


Hot Springs National Park, Arkansas 


“America’s National Health Resort” 


(Under the control of the Interior Department) 
_ The attention of the American Medical Profession is invited to the great benefits to be 
derived from the use of the radio-active waters of Hot Springs in the treatment of dis- 


eases where rapid elimination is desired such as, arthritis, neuritis, malaria, affections of 
the skin and other diseases resulting from toxemias and microbic infection. 


The resort is provided with a number of modern and luxurious bath houses, hotels, 
apartments and boarding houses. 


Pleasures and amusements in the way of golf, tennis, mountain climbing, horseback rid- 
ing, fishing and hunting are provided for our guests and visitors. 


For further information write— 


Medical Intelligence Bureau 


Box 886 
Hot Springs National Park, Arkansas 








New Editions! 


DISEASES OF WOMEN 


By Harry Sturgeon Crossen, M. D., F.A.C.S., Professor of Clinical Gynecology, Washington University Medical 
School, and Gynecologist in Chief to Barnes Hospital and Washington University Dispensary ; Gynecologist to St. 
Luke’s Hospital; Consulting Gynecologist to the Jewish Hospital, St. Johw’s Hospital and the St. Louis Ma- 
ternity Hospital; Fellow of the American Gynecological Society and American Association of Obstetricians, 
Gynecologists and Abdominal Surgeons. 

New 6th Edition. 1005 pages, 63, x 10, with 954 illustrations in the text and one color frontispiece. Price, silk 
cloth binding, $11.00. 

Completely Covers Gynecological Diagnosis, Therapeutics, Pathology, Endocrinology and 
Treatment. The new sixth edition of Crossen will be welcomed by the many friends in the 
medical profession that this book has made since its first publication. The new edition has 
been revised and new cuts added. No other book on gynecology is so richly illustrated. 


PHYSIOLOGY AND BIOCHEMISTRY IN MODERN MEDICINE 

By J. J. R. Macleod, M.B.. LL.D., D.Sc., F.R.S., Professor of Physiology in the University of Toronto; Formerly 
Professor of Physiology in the Western Reserve University; Assisted by Roy G. Pearce, A. C. Redfield, N. B. 
Taylor, J. M. D. Olmsted, and by others. 
New 5th Edition. Over 1100 pages, 644 x 9%, with 250 illustrations, including half-tones and line drawings, 
and 9 color plates. Price, silk cloth binding, $11.00. 

Few medical books published in recent years have achieved the popularity of this one. Physi- 
cians have found it of invaluable aid in their daily work. In the 5th edition the chapters on 
Respiration, on the Control of the Acid-base Equilibrium (H-ion Concentration) of the Body, 
on Carbohydrate Metabolism and on Blood have been rewritten, and new chapters have been 
added on Nerve Muscle Physiology and the Special Senses. 


Send for these new editions today. 
THE C. V. MOSBY COMPANY, Medical Publishers 
3523-25 Pine Boulevard, St. Louis, U. S. A. 
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LIPPINCOTT BOOKS 





KARSNER—Text-Book of Pathology 


By Howard T. Karsner, M.D., Professor of Pathology, Western Reserve University. 
Octavo. Illustrated. Cloth. Tentative price, $10.00. 

A thoroughly modern and entirely new book representing the views of the most up-to- 
date teachers and investigators, excellently written and arranged. It is confined to 
human pathology and interweaves the anatomic, functional and clinical phases with the 
pathological material in such a manner as to provide unity of thought and interpretation. 


HENDERSON—Experimental Pharmacology 


By Meyer and Gottlieb, Translated by Professor Velyien E. Henderson, Department of 
Pharmacology, University of Toronto. 626 Pages. 87 Illustrations. Cloth, $7.00. 

This text-book presents the subject of Pharmacology from a viewpoint that explains 
logically the actions of remedies in health and disease. The subject is approached from 
the physiology of each organ and its pathological conditions, showing how its functions 
may be altered by certain remedial agents. It proceeds from the stand of a physician 
who inquires into the site and cause of diseased conditions and is a thorough preparation 
for therapeutics. A direct translation from the Seventh Edition of Meyer and Gottlieb’s 
famous medical classic. 


CRAIG—Parasitic Protozoa of Man 


By Charles F. Craig, M.D., M.A., Late Director of Laboratories and Professor of Bacteri- 
ology and Preventive Medicine, Army Medical School. 569 Pages. 95 Illustrations. 
Cloth, $7.00. 

The first work in English that adequately covers this field from the viewpoint of the 
medical practitioner. Contains every known fact of real importance regarding the vari- 
ous protozoan parasites responsible for the malarial fevers, amoebic dysentery, sleeping 
sickness, kala-azar, tropical ulcer, Chagas disease and other serious infections of man. 


MONTAGUE—The Modern Treatment of Hemorrhoids 





By Joseph Franklin Montague of the Rectal Clinic, University and Bellevue Hospital 
Medical College. Octavo. 300 Pages. 85 Illustrations. Cloth, $5.00. 

An unprejudiced evaluation of methods of treatment at present used with great success. 
It deals with general considerations, signs and symptoms, pathology, classification, diag- 
nosis, examination procedure, differential diagnosis, etiology; treatment, divided into 
palliative, operative and injection methods, the use of radium, electrical methods, with 
special chapters on complications, sequelae, recurrence, and a bibliography. 


FACTORS AFFECTING THE DISTRIBUTION OF ELECTROLYTES, 


WATER AND GASES IN THE ANIMAL BODY 


By Donald D. Van Slyke, Ph.D., Sc.D., Rockefeller Institute. 68 Pages. Cloth, $2.50. 
The latest review touching the distribution of water and electrolytes in the body, the 
transport of the gases, carbon dioxide and oxygen between the tissues and the lungs, 
and the manner in which mutual influences are exerted on each other by the electrolytes 
and the gases. New volume in the Loeb Monographs on Experimental Biology. 


J. B. LIPPINCOTT COMPANY, PHILADELPHIA, PA. 
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WHEN NIGHT COMES 


—and your insomnia patient is anticipating, with 
dread, dark hours of endless tossing and fatigu- 
ing thoughts—or when the patient in pain is 
despairingly hoping for a night of restful sleep 
which can only come with freedom from pain, 
then:—ALLONAL, one or two tablets. 


The 






Very Prompt 
Really Effective 

Non-Narcotic 
and Analgetic 


Hypnotic 





GbeHoffmann-La Roche Chemical Works *r 


‘Makers of “Medicines of Rare Quality 
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“Eskimo Suits’—are not needed in El Paso 


In El Paso we have tuberculosis patients Five excellent sanatoria, numerous con- 
who live out of doors the year round, yet valescent homes—all practicing Heliotherapy— 
never use an Eskimo suit. They have no need have brought about a large number of re- 
to. They have forgotten that zero weather coveries in this exceptional climate. Possibly 
exists. It doesn’t in El Paso! El —~ greatest sc samc lies in = 

s fact at even advanced cases can spen 

Health-seekers in El Paso never need to twenty-four hours of the day in the open air 
bundle up to keep warm or dry, because we without taxing vitality or reserve strength— 
have an average of 331 warm, dry, sunny days 

. : and they DO get well here. 
every year. Outdoor life here is a matter of : 
course—there is never the slightest bodily dis- Let us send you our free booklet, “Filling 
comfort. the Sunshine Prescription.” It has lots of 

El Paso’s elevation of 3,762 feet appears to meng er ae NS me te 
be agreeable to a large number of patients : 
who have difficulty elsewhere. Many have Just mail the coupon. 
come from lower altitudes—some also from Modern, furnished cottages, with sleeping 
higher—and have shown marked improve- porches, 4 to 7 rooms, only $30 to $75 a 


ment here. It is mild even in winter, seldom 
lower than 25 degrees. Rainfall slight. 
Humidity, low, 37%. Fogs and blizzards are Winter excursion rates on all railroads in 
unknown. Air always light, clear and dry. force now. Stop-overs free on all tickets. 


month. Food prices reasonable. 


122 
GATEWAY CLUB 
615-K Chamber of Commerce Building 
El] Paso, Texas 
Please send me free booklet, “Filling the Sunshine Prescription.” 
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ALABAMA STATE BOARD OF HEALTH 
ANTITOXINS and VACCINES 


THESE PRODUCTS ARE PREPARED BY THE GILLILAND LABORATORIES, 
MARIETTA, PA., AND ARE GUARANTEED UNDER JU. &. 
GOVERNMENT LICENSE NO. 63 


DIPHTHERIA ANTITOXIN 
(Concentrated and Refined) 


GILLILAND DIPHTHERIA ANTITOXIN is highly concentrated and refined, being pre- 
pared in accordance with the most recent method, insuring high potency. Supplied in 


the following packages: 


1,000 UNIT SYRINGE PACKAGE............. ch See AP ees SE eel PRO $ .70 
SI Gs ie Wee oC RE. ©. 67 1.70 
UL Ie Ue OE he cps 8 es NN bd) C2 0 Ra a 3.00 
oA Bi bi be Wee es LEG RE 6.6 C2 Re nee eo 5.40 


GILLILAND DIPHTHERIA ANTITOXIN is distributed free for indigent cases or sold 
at special prices by your State Distributor. All Biological Products can be ordered 
from your State Distributor or from the Alabama State Board of Health, Antitoxin 
Division, 519 Dexter Avenue, Montgomery, Alabama. 


TOXIN-ANTITOXIN MIXTURE 


GILLILAND DIPHTHERIA TOXIN-ANTITOXIN contains 1/10 L plus dose of Toxin, 
properly neutralized with Antitoxin. It is accurately tested and determined by guinea 
pig inoculation. Supplied in the following packages: 


Bey 8 ie Le Ae | CC SRR ee PP eee eee f $ .80 
SYA Le UB) 0 eR eee pene Re Se a 40 
RR eg UP EE eC) oS | HIRES ete ire ea ect eeu sare p 2.40 
payee EE CS | Co CREAR wale lg i ea Wc et ener ee 1.88 





SCARLET FEVER ANTITOXIN 
(Concentrated and Refined) 


GILLILAND SCARLET FEVER ANTITOXIN is a concentrated and refined product of 
the serum obtained from horses immunized with the Toxin and bodies of Scarlet Fever 
Streptococci, and complies in all respects to the standard set by the Hygienic Labora- 
tory, Washington, D. C. Supplied in the following packages: 


ce OU eG BS Oo Og og) ONC ORR np ee $1.50 
cL EA Gin Ub beige ot, \ 6) CC SRAM seals leet rb teeaine Serer Mase 4.80 


THE GILLILAND LABORATORIES 


Producers of Biological Products 
MARIETTA, PA. 
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Brewers’ Yeast-Harris aN 
Oo 


Pasteurized 


Does not Ferment in 
the Stomach. 


For years, we have supplied medicinal brewers’ yeast and concentrate to uni- 
versities, colleges, experiment stations and the U. S. Public Health Service, for studies 


in nutrition and for clinical practice. 

Brewers’ Yeast-Harris is a dry granular powder. It can be shipped or stored 
in all climates, at all seasons of the year. It keeps indefinitely, in a dry place, at 
room temperature, 








The U. S. Public Health Service has recently announced 
the improvement and cures of 26 cases of pellagra in the 
Georgia State Sanitarium, with the addition of Brewers’ 


Yeast-Harris to the diet. 





H. J. Gerstenberger, Lakeside Hospital, Cleve- 
land, Ohio, reported a series of cases of 
Herpetic Stomatitis and Herpes Labialis, cured 
with addition of Yeast Vitamine-Harris Tab- 
Jets to the regular diet. 


Dr. Geo. R. Cowgill, Yale Univ., has shown 
improvement in appetite, when small amounts 
of Yeast Vitamine-Harris are fed. 
Yeast Vitamine-Harris Tablets are indicated in 
convalescence or typical anorexia. 


Lactation is stimulated and milk secretion in- 








creased by feeding liberal amounts of Yeast 
Vitamine-Harris Tablets, according to report 
Dr. Barnett Sure, Univ. of Ark. 


Goldberger and Tanner, U. S. P. H. Service, 
reported cures of black tongue in dogs, when 
fed Brewers’ Yeast-Harris (medicinal). 


The Connecticut Experiment Station and U. S. P. H. Service have 
shown the superiority of brewers’ yeast over bakers’ yeast, as a source 
of Vitamine-B and as a cure for specific disease. 


Sample botile of yeast or Yeast Vitamine Tablets. 


To physicians only . . $1.00 each 


THE HARRIS LABORATORIES 


Tuckahoe, New York 
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Section of X-Ray Department, Anson General Hospital, 
Iroquois Falls, Ontario, Canada. Installation made by 
Toronto Branch of Victor X- Ray Corporation. 
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Victor Nation-Wide Service 


i deen Victor X-Ray Corporation has assumed a 
responsibility to the medical profession which 
does not end with developing and manufacturing 
X-Ray apparatus of the most approved type. It is 
a tenet of the Victor code that the operator of a 
Victor machine has the right to receive technical 
aid when he needs it. 


So, a nation-wide Victor Service Department 
was organized years ago and direct branches estab- 
lished in the principal cities of the United States 
and Canada, where Victor trained men are always 
available. No matter where a Victor machine may 
be installed Victor Service stands ready, on request, 
to inspect it or to render such technical assistance 
as may be required. 


Victor alone maintains so comprehensive a Ser- 
vice Organization. 


Victor is as old as the X- 
Ray. Adequate service can 
be rendered only by an or- 
ganization of proved sta- 
bility and performance. 
Whether your X-Ray needs 
are small or large, for lim- 
ited office work or for 
the specialized laboratory, 
Victor Service can help you 
in the selection of equip- 
ment best suited for the 
desired range of service. 


VICTOR X-RAY CORPORATION 


2012 Jackson Boulevard 


Chicago, Illinois 


33 Direct Branches Throughout U. S. and Canada 





X-RAY 


Diagnostic and Deep Therapy 
Apparatus. Also manufacturers 
of the Coolidge Tube 











PHYSIOTHERAPY 

High Frequency, Ulera-Violet, 

Sinusoidal, Galvanic and 
Phototherapy Apparatus 
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GRACE LUTHERAN SANATORIUM 
FOR TUBERCULOSIS 


San Antonio, Texas 


A MODERN institution in beautiful San 
Antonio. Climate unexcelled the year 
round for treatment of tuberculosis. Pri- 
vate rooms with bath and sleeping poreh; 
individual cottages; high-class accommoda- 
tions; Radiographic and Fluoroscopic serv- 
ice; complete medical staff ; moderate rates. 
For booklet and information address 
» REV. PAUL F. HEIN, D.D., Supt., 
P. O. Box 214 
SAN ANTONIO, TEXAS 














THE OFFICER SANATORIUM WATAUGA SANITARIUM 


For Diseases of the Lungs and Throat ° 
and Tuberculosis in all forms Ridgetop, Tenn. 


Sanatorium situated in a pine forest 1900 Cottage sanitarium for the treat- 
feet above the sea level on the Cumberland + of tabuveaiogtn 
Plateau where we have mild winters and ment of tu u . 


cool, delightful summers. We have no ma- | - Location ideal, elevation 1000 feet. 
laria or mosquitoes. New buildings and Rates reasonable. 
reasonable rates. , 
Address Illustrated booklet on application. 
DR. W. C. OFFICER, Medical Director, DR. W. S. RUDE, Medical Director 


Monterey, Tenn. 























 Postelle-Larkey Clinic 


Long Distance Phones: Walnut 7270-Walnut 7154 
947 W. 13th St., Oklahoma City, Okla. 


This Clinic is confined strictly to internal medicine, and especially to gastro-enterology 
and nutritional diseases; diseases of the heart and circulatory system and the ductless 
glands. Specially equipped laboratories are maintained for the working out of these 
cases and in charge of specially trained technicians for this class of work. 

Dr. J. M. Postelic, :.1agnosis and Gastro-Enterology; Dr. Walter A. Lackey, Diseases of the Heart; Myron 
8. Gregory, M.A., M.D., Psychiatry and Nervous Diseases; Charles D. Blachly, B.S., M.D., Gastro Intestinal 
Diseases; Mrs. Grace Smith, R.N., Superintendent; Mrs. Grace Marshall, Superintendent of Laboratories: 

Mrs. Sadie Struble, Secretary-Treasurer. 
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HILL CREST SANITARIUM 


FOR NERVOUS AND MENTAL DISEASES 
AND SELECTED CASES OF ADDICTION 


Hill Crest Sanitarium is ideally located on the crest of Higdon Hill on the proposed Scenic Highway 
overlooking the city. All modern conveniences. Separate building for convalescent women patients. 
Several acres of well shaded lawn. Adequate nursing service maintained. 


Consultants: B. L. Wyman, M.D., H. S. Ward, M.D., C. M. Rudulph, M.D. 


JAS. A. BECTON, M.D., Resident Physician. P. O. Box 96, Woodlawn, Birmingham, Ala. 
Phone Woodlawn 1200 











8AM E. THOMPSON, M.D. H. Y. SWAYZE, M.D. WM. R. FICKESSEN, M.D. 














Main Building. There are 36 Cottages with Modern Conveniences 


THE THOMPSON SANATORIUM 


FO ET DR ERUATION OF 
KERRVILLE X-Ray and Laboratory Graduate Nurses TEXAS 


Ideal all year climate. Seventy-five miles northwest of San Antonie—1400 feet higher 
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THE PRICE SANATORIUM "2 tuzzxcutosis 


A high-class, modern, new institution for the treatment of all forms of tuberculosis; all approved methods of treat- 
ment used. Dry mountain climate, altitude 4000 feet, rainfall 9.12 inches; 335 sunshiny days, average humidity .40. 
Rates, private room and porch, $22.50 to $30.00 per week. Quartz light therapy. Booklet on request. Address 
E. D. PRICE, M.D., Medical Director 204 Roberts Banner Bidg., El Paso, Tex. 











VAUGHAN MEMORIAL ITAL 





Private General Spital—Group System 
On A. LSS. list of Approved Hospitals 










She 
FOR OXFORD, OHIO erape 
Dr. F. G. DuBose, Dr. C. C. Elebash, Dr. D. H. 
N ervous Doherty, Dr. W. W. Burns, Dr. S. Kirkpatrick, Dr. J. 
and S. Chisolm. Miss Ruth Davis, R. N., Supt.; Miss P. 
Mil d M tal Cc ee R. N., ngs Supt. ¥ — —— aye 
ases Technician; Miss Juliette Hamilton, Dietitian; Miss 
. = G. Davis, Gen’l. Sec’y.; Miss E. Neely, Historian; 


R. HARVEY COOK Miss Marie Saner, R. N., Instructress of Nurses. 


seetcecnntenieeacel DEPARTMENTS: Surgery, Gynecology, Obstetrics 
Write for Descriptive Circular ——— at tk cho _ 


























DR. STOKES SANATORIUM 


ALCOHOLISM, DRUG ADDICTION, MENTAL AND NERVOUS DISEASES. 


A strictly modern Ethical Sanatorium, fully equipped for the scientific treatment of all nervous and mental affec- 
tions. Rates, $25.00 per week and upwards. This includes private room, board, general nursing, tray service and 
medical supervision. Separate apartments for male and female patients. Our treatment for Alcoholics is one of 
Gradual Reduction and Elimination which destreys the craving for alcohol. Our drug treatment is one of Gradual 
Reduction which builds the patient up physically while being reduced, restores their appetite and sleep and relieves 
their constipation. We recommend routine examinations in all cases. Location retired and ible. Long dist 


phone: East 1488. 
Hydro Therapy, Electro Therapy, Occupational Therapy, Laboratory Facilities 
T. N. WILLIS, M.D., Resident Physician E. W. STOKES, M.D., Superintendent 


923 Cherokee Road, LOUISVILLE, KENTUCKY 
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Clinic Offices and Laboratories The Annex 


GORGAS HOTEL-HOSPITAL | 


Provides the comforts and luxuries of a resort hotel and the complete equipment of 
a modern hospital, including major and minor operating rooms; x-ray, clinical and 
metabolic laboratories; physiotherapy department, etc. SpectaAL DEPARTMENT OF 
DIETETICS. 

Leased and operated by the SEALE HARRIS CLINIC ror THE DIAGNOSIS AND 
TREATMENT OF INTERNAL DISEASES. 


SCHOOL FOR DIABETICS 


Individual and group instruction is given to, diabetics under treatment. Ordinarily a two 
weeks’ course is required, depending upon the severity of the case and the intelligence of the patient. 


SCHOOL OF PERSONAL HYGIENE 


Combined with the treatment in favorable cases of gastro-intestinal and nutritional diseases, 
cardio-vascular-renal (high blood pressure) ‘cases, undernourished nervous patients; obesity, the thyro- 
pathies, the anemias, etc., special courses of group and individual instruction are given. Following 
the thorough PHYSICAL EXAMINATION OF HEALTHY ADULTS instruction in the prevention of chronic 
diseases is offered. This course includes dietetics for the normal individual. 

REASONABLE Rates. Every room in the Gorgas Hotel-Hospital has either a private or connecting 
bath, but the rates are reasonable—the same as in all first class hotels and hospitals. The ANNEX 
was recently opened. This building was formerly the Nurses Home and is connected by a closed cor- 
ridor with the Gorgas Hotel-Hospital. It provides a number of ward rooms, in some of which the 
rate for board, nursing, and usual hospital attention is $3.00 a day. No charge is ever made for pro- 
fessional services rendered physicians and the dependent members of their families, and special rates 
are given them in the Gorgas Hotel-Hospital. 

The Gorgas Hotel-Hospital is advertised only to the medical profession. 

Physicians are cordially invited to visit the Clinic and the Gorgas Hospital at any time. 


For further information address: 


THE SEALE HARRIS CLINIC or GORGAS HOTEL-HOSPITAL 


HIGHLAND AVENUE AT SYCAMORE STREET BIRMINGHAM, ALABAMA 
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THE POPE HOSPITAL 


Incorporated 


THIS IS A PIONEER INSTITUTION WITH 35 YEARS EXPERIENCE 


A modern hospital com- 


pletel;) equiped for the treatment 
of neurological and internal med- 


A modern laboratory tests 
the blood, blood serum, gastric 
juice, biliary secretion by a blad- 
der drainage, feces, sputum, urine, 


icine cases. spinal fluid, etc. 


Patients refered for diagnosis 
only, will be kept for the time 
necessary for the diagnosis and 
laboratory tests. 


Cooperation of the physician is always sought 
and they are cordially invited to visit and see 
our methods. 


FOR FURTHER INFORMATION AND 
LITERATURE WRITE TO 


THE POPE HOSPITAL 
Incorporated 
LOUISVILLE, KENTUCKY 


Giving a complete diagnosis 
so as to find the underlying causes 


of the patients illness. 


THERMOTHERAPY 
MECHANOTHERAPY 
FARADIC 

HIGH FREQUENCY 
DIATHERMY 


HYDROTHERAPY 
ELECTROTHERAPY 
GALVANIC 
SINUSOIDAL 
STATIC 
Mechanical Vibration and all forms of light, 


are some of the things it can do for the patients 


refered to it. 


We do not accept Insane, Morphine, or other 
Objectionable cases. 


POTTENGER SANATORIUM, Monrovia, California 


For Diseases of the Lungs and Throat 


J. E. Pottenger, A.B., M.D., Asst. Med. 
Director and Chief of Laboratory 


CURRAN POPE, M. D. 
Medical Director 














F. M. Pottenger, A.M., M.D., LL.D., 
Med. Director 
Situated on the Southern slope of the Sierra Madre Mountains at an elevation of 1,000 feet. 
Winters delightful; summers cool and pleasant. Thoroughly equipped for the scientific 
treatment of tuberculosis. We have established, in connection with the Sanatorium, a clinic 
for the diagnosis and study of such non-tuberculous diseases as asthma, lung abscess and 
bronchiectasis. 
Address POTTENGER SANATORIUM, Monrovia, California, for particulars. 
Los Angeles Office: 1045-7 Title Insurance Building, 5th and Spring Streets. 


ALBUQUERQUE SANATORIUM 


Located in the heart of the great Southwest, the Land of Sunshine. Average annual rain- 
fall 7 inches. Altitude moderate. Albuquerque is the largest city in New Mexico and is 
served by the main line of the Santa Fe. 

The open-air hygienic treatment of Tuberculosis is supplemented by artificial Pneumo- 
thorax and X-Ray Therapy under the direction of a staff of 5 physicians specially trained 
in Internal Medicine. Special facilities for Sun Baths. 

Private sleeping-porches, baths, bungalows a d modern fire-proof buildings. 


On request information will be given concerning accommodations available. 


W. A. GEKLER, M. D., Medical Director 
A. L. Hart, M.D. H. P. Rankin, M.D. B. J. Weigel, M.D. 























No Starch 


in these palatable muffins 





easily made from 


QUESTACTIAS; 








DIETETIC FLOUR 





In addition to Muffins, more than thirty starch-free foods, such as Bread, 
Biscuits, Pancakes, Cookies, Waffles, Cakes, etc., may be made from Listers 


Flour. Like the muffins, each of these foods is palatable and easily made in 
the home, as the flour is self-rising. Monotony in diet is overcome by the 
wide variety of safe, palatable and attractive foods made from Listers Flour. 














The case management of 


DIABETES 


is more readily controlled when strictly starch-free, 
~—_ alatable and attractive Bread, Muffins, etc. are 
aaa in the home. Such foods are easily made from 














Prepared (asein Dietetic 


FLOUR 


Accepted by the Council, A. M. A. 


Listers Flour is strictly free from starch. It is put up in individual boxes 


each containing an accurately weighed amount of Flour of a stated food 
This amount of Flour is sufficient to make any one of the recipes 


found in Listers Recipe Booklet. 
The average Analysis of Listers Flour is as follows 


value. 


Per Cent Per Cent 
Moisture 10.9 Fat 0.7. Starch 0.0 
Ash 5.3 Protein 69.9 Sugar 0.0 
Leavening, Fibre, Etc. - - . . 13.0 


cA Telling Comparison 
Listers Bread, made in the home from Listers prepared casein Dietetic 
Flour is compared below with ordinary breads purchased ready to eat. 


Starch % Fat % Protein % 
37.8 


LISTERS BREAD 0.0 12.0 
37.1 7.1 37.7 


Gluten Bread 
Whole Wheat Bread 48.5 0.9 9.7 
Wheat Bread 52.6 1.3 9.2 


Per Cent 


Saron Listers Flour $2.75 


Carton 


Gan Listers Flour $4.85 
(Enough for 15 bakings) 


(Bnough for 30 bakings) 
WE DO NOT SELL COOKED FOODS 


Purchase Listers Flour from leading druggists, grocers or direct 


Lister Bros. Inc. 405 Lexington Ave. New York City 
LISTERS Limited. Huntingdon, Quebec, CANADA 
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STUART CIRCLE HOSPITAL, Richmond, Ya. 





STAFF 


General Surgery: Obstetrics : Internal Medicine: Ophthalmology, Oto-Laryngology : 
Stuart N. Michaux, M.D. Greer Baughman, M.D. Alex G. Brown, Jr., M.D. Clifton M. Miller, M.D. 
Charles R. Robins, M.D. Ben H. Gray, M.D. Manfred Call, M.D. R. H. Wright, M.D. 

With consulting offices for the staff, laboratories, surgical and obstetrical operating rooms, equipment for the treat- 
ment of medical cases and a training school for nurses the STUART CIRCLE HOSPITAL is a modern standard- 


ized hospital for private patients. 
CHARLOTTE PFEIFFER, R. N., Superintendent. 





Mount Regis Sanatorium 
SALEM Twixt the Alleghany Prive Mountains of Virginia VIRGINIA 


A modern, thoroughly equipped, private institution for the treatment of early and moderately advanced tuberculosis. 
Complete Laboratory Equipment, X-Ray, Alpine Sun Lamp, Artificial) Pneumothorax. Physicians, in constant 
attendance. Training School for Nurses with affiliation with general hospital. 


EVERETT E. WATSON, M.D., ) ae . E. W. PAGE, Business Manager 
CHURCHILL ROBERTSON, M.D., / Physicians in Charge MISS ORA WIGFIELD, Supt. of Nurses. 


Descriptive booklet on request. 
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VON ORMY COTTAGE SANATORIUM Fo" ‘he Teximent of Tubercloi 


W. R. GASTON, Manager F. C. COOL, Assistant Manager R. G. McCORKLE, M.D., Medical Director 


Ideally located near San Antonio, Texas. An institution that offers the proper care of tuberculous patients at mod- 
erate rates. For Booklet and other information please address the Manager. 








RUGH W. FRICDY, M.D. 


WALTER R. WALLACE, M.D. 





THE WALLACE SANITARIUM 
MEMPHIS, TENN. 
(SUCCEEDING THE WALLACE-SOMERVILLE SANITARIUM) 
For the Treatment of Drug Addictions, Alcoholism, Mental and Nervous Diseases 
Located in the Eastern Suburbs of the City—Sixteen Acres of Beautiful Grounds 
All Equipment for Care of Patients Admitted 
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CITY VIEW SANITARIUM 


(Established 1907) 
For MENTAL and NERVOUS DISEASES and ADDICTIONS 


Moved to its new location July 1, 1922 
An entirely new plant has been erected 


Separate buildings for men and women, ideally arranged and equipped with every facility for the comfort, care and 
treatment of the class of patients received. Situated in the midst of a fifty-acre tract, and surrounded by large 
grove and attractive lawns. Two resident physicians. Training school for nurses. 


References: The medical profession of Nashville 


JOHN W. STEVENS, M.D., Physician-in-Charge 
R. F. D. No. 1 


NASHVILLE TENNESSEE 
On Murfreesboro Pike, one-half mile east of old location. 











BRAWNER’S SANITARIUM 


ATLANTA, GEORGIA 


A modern neuropsychiatric hospital with special 
laboratory facilities for the study and treatment 
of early cases. Also a department for the treat- 
ment of drug and alcoholic addictions. 

The Sanitarium is located on the Marietta Elec- 
tric Car Line ten miles from the center of At- 
lanta, near Smyrna, Ga. The grounds comprise 80 
acres. The buildings are steam heated, electri 
lighted, and many rooms have private baths. 

Address communications to Brawner’s Sanita- 
rium, Smyrna, Ga., or to the city office, 79 
Forrest Avenue, Atlanta, Ga. ' 


Dr. Jas. N. Brawner, Medica! Director. 
Dr. Albert F. Brawner, Resident Physician. 














ARLINGTON HEIGHTS SANITARIUM 


P. O. BOX 978, FORT WORTH, TEXAS 


For Nervous Diseases and 
Selected Cases of Mental Dis- 
eases. 


(Incorporated under laws of 
Texas) 


BRUCE ALLISON, M. D. 
Superintendent 


JAS. D. BOZEMAN, M. D. 
Resident Physician 
DRS. W. L. ALLISON 
and JNO. S. TURNER 
Consultants 
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Yarbrough’s Dietetic Sanatorium 
21 South Jackson St. 
MONTGOMERY, ALABAMA 








CHRONIC DISEASES ONLY 


Chronic Dysentery Chronic Diarrhoea Nervous Indigestion Gastric Ulcer 
“Bright’s Disease” High Blood Pressure Chronic Rheumatism 
Ideal Environment for Nervous Patients 
Pellagrins in Separate Building. No Infectious Cases Accepted. 
Adequate Night Nursing Staff Maintained. Rate Reasonable. 
Highest Elevation in the City. Above Noise of Traffic. Two Blocks East of Capitol. 








WM. RAY GRIFFIN, M.D. M. A. GRIFFIN, M.D. 


APPALACHIAN HALL 


ASHEVILLE, N. C. 


For the Treatment of Nervous Diseases 


Located in a beautiful park of twenty-five acres, in one of the famous all- 
the-year-round health resorts of the world, where climate, air, water and scenery 
are unsurpassed. Five separate buildings, thoroughly modern, afford ample 
facilities for the classification and separation of patients. 


Treatment is limited to Nervous and Mental Diseases, Selected Cases of 
Alcoholic and Drug Habituation. 


Hydro-therapy, Electro-therapy, Occupational-therapy and Massage exten- 
sively used. The two physicians in charge reside in the Institution and devote 
their entire time to the care and treatment of the patients. 

For information and booklet write Drs. Griffin and Griffin. 
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CHESTNUT LODG 


ROCKVILLE, MARYLAND 


Near Washington, D. C. Baltimore & Ohio Railroad and Electric Line from 
Washington 

This sanitarium under experienced management offers superior advantages for the 

treatment of patients suffering from Nervous and mild Mental Diseases, and for elderly per- 

sons needing skilled care and nursing; combining the equipment of a modern Psychopathic 

Hospital with the appointments of a refined home. The Hydrotherapy Department is com- 

| oe in every detail, including the Nauheim Baths for Arteriosclerosis, Heart and Kidney 


eases. ; 
DR. E. L. BULLARD, Physician-in-Charge 
DR. DEXTER M. BULLARD, Assistant Physician 








THE WINYAH SANATORIUM 


OPERATED BY THE VON RUCK MEMORIAL SANATORIUM, Ine. 
Established in 1888 by Dr. Karl von Ruck 
ASHEVILLE, N. C. 
Medical Staff: Dr. R. E. Flack, Dr. Edw. W. Schoenheit, Dr. Louis Dienes 


A modern and completely 
equipped institution for the treat- 
ment of tuberculosis. High-class ac- 
commodations. Strictly scientific 
methods. For particulars and rates 
write to 


WM. A. SCHOENHEIT, 


Business Manager. 





(Please mention this Journal) 











= 


gh 


INGE-BONDURANT SANATORIUM  acasaws 





Beautifully and conveniently located opposite Ryan Park 


Neuropsychiatry and Internal Medicine Surgery 
Dr. E. D. Bondurant, Dr. E. S. Sledge Dr. F. M. Inge 


A private general hospital. Specially equipped for and adapted to the diagnostics and treat- 
ment of neuropsychiatric and internal medical conditions. Adequate facilities for surgical 
and obstetrical cases. Complete radiologic, clinical pathologic, physiotherapy and dietetic 
departments. Troublesome insane or otherwise objectionable patients not received. 


W. H. THOMPSON, Radiologist MISS S. M. BROWN, R.N., Supt. of Nurses 
MISS MARTHA MARSH, Clinical Pathologist MRS. A. M. NABORS, Superintendent 


STANDARD TRAINING SCHOOL FOR NURSES 
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WAUKESHA SPRINGS SANITARIUM 


For the Care and Treatment of 
NERVOUS DISEASES 
Building Absolutely Fireproof 
BYRON M. CAPLES, M.D., 
Medical Director 


FLOYD W. APLIN, M.D. 
L. H. PRINCE, M.D. 
Wisconsin 


Waukesha, - ‘ 


February 1927 














THE 
MARTIN 
CLINIC 


Dugan-Stuart Bldg. 
HOT SPRINGS, ARKANSAS 





DR. E. A. PURDUM 
Chief of Staff 
DR. W. G. KLUGH 


DR. W. F. PORTER 
DR. P. Z. BROWNE 


THE HENDRICKS - LAWS 
SANATORIUM 


El Paso, Texas 
Chas. M. Hendricks, James W. Laws, 


Medical Directors 
A modern and thoroughly equipped pri- 
vate institution for the treatment of all 
forms of tuberculosis, located at an ideal 
point, where atmospheric conditions ap- 
proach perfection in the treatment of such 
disorders. For full information, address 

T. B. Craft, Business Manager. 


Altitude 4,000 feet. Percentage of Humidity .40 
335 Sunny Days. Average Rainfall 9.12 inches. 








DR. C. W. JENNINGS 
W. J. FORD 
Roentgenology 
C. W. ABEL 

Clinical Pathology 








SAINT ALBANS cihnirissiec AE dh Sodom 


RADFORD, VA. 


MEDICAL STAFF: 


J. C. King, M.D. 
John J. Giesen, M.D. 


A modern, ethical Institution, fully 
equipped for the diagnosis, care and 
treatment of medical, neurological, mild 
mental and addiction cases. Ideal lo- 
cation, 2000 feet above sea level. Rates 
reasonable. Railway facilities excellent. 
Write for full details. 
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FOR NERVOUS DISEASES AND MILD MENTAL DISORDERS 
Situated in the suburbs of Memphis in a natural ous comprising 28 acres of beautiful woodland and 
ornamental! shrubbery. Modern and approved methods in construction and equipment. Sanitary plumb- 
ing, low-pressure steam heat, electric light, fire protection and an abundance of pure water. The ele- 
gance and comforts of a well appointed home. Rooms single or en suite with private bath. Facilities 
for giving Hydrotherapy,. Blectrotherapy, Massage, Physical Culture and Rest Treatment. Bxperienced 
nurses and house Physician. An improved treatment for Opium-Morphin Addiction. 


Ss. T. RUCKER, M. D., Director Medical Department 


Memphis, Tenn. Bell Telephone Connections 

















KENILWORTH SANITARIUM | 


(Established 1905) 
KENILWORTH, ILLINOIS 
C. & N. W. Railway, 6 miles North of Chicago [jj 
Built and ipped for the t t of nervous jj 
and mental diseases. Approved diagnostic and —§ 
therapeutic methods. An adequate night nursing fj 
service maintained. Sound-proofed rooms with 
forced ventilation. Elegant appointments. Bath 
rooms en suite, steam heating, electric elevator, 
electric lighting. 
Resident Medical Staff: 
‘SHERMAN BROWN, M. D. 
MABLE HOILAND, M. D. 
SANGER BROWN, M. D. 
Consultation by appointment only 
All correspondence should be addressed to 
Kenilworth Sanitarium, Kenilworth, Il. 














THE TUCKER SANATORIUM, Inc. 


Madison and Franklin Streets 
RICHMOND, VIRGINIA 


This is the Private Sanatorium for the Neurological Practice of Drs. Beverley 
R. Tucker and R. Finley Gayle 


The Tucker Sanatorium is for the treatment of nervous diseases. Insane and acute 
alcoholic cases are not taken. The Sanatorium is large and bright, surrounded by a lawn 
and shady walks and large verandas. It is situated in the best part of Richmond and is 
thoroughly and modernly equipped. There are departments for massage, medicinal exercises, 
jo nari di occupation and electricity. The nurses are especially trained in the care of 

ous cases. 
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The Cincinnati Sanitarium 
"Ime. 1873 
For Mental and Nervous Diseases. 
A strictly modern hospital fully 
equipped for the scientific treat- 
ment of nervous and mental affec- 
tions. Situation retired and acces- 
sible. For details write for descrip- 
tive pamphlet. 


F. W. Langdon, M.D., 
Robert Ingram, M.D., 
Visiting Consultants 
COLLINS, Business Manager 
Box No. 4, College Hill D. A. Johnston, M.D., 
CINCINNATI, OHIO Medical Director 
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“REST COTTAGE” College Hill, Cincinnati, Ohio 


For purely 
nervous cases, 
nutritional er- 
rors and con- 
valescents. 


Completely 
equipped for hy- 
drotherapy, 
massages, etc. 


Cuisine to 
meet individual 
needs. 


F., W. Langdon, 
M. D 


=" Ingram, 


Visiting 
Consultants. 


D. A. Johnston, 
M. D., Medical 
Director. 


H. P. Collins, 
Bus. Mgr., Box 
No. 4, College 
Hill, Cincin- 
nati, Ohio 
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McGuire Clinic 


ST. LUKE’S HOSPITAL 


Richmond, Virginia. 





General Medicine 
Garnett Nelson, M.D. 
James H. Smith, M.D. 
Hunter H. McGuire, M.D. 
Margaret Nolting, M.D. 
John Powell Williams, M.D. 
Douglas G. Chapman, M.D. 


Pathology and Radiology 
S. W. Budd, M.D. 


Roentgenology 


A. L. Gray. M.D. 
J, i. Tapb,; M.D. 


Medical and Surgical Staff 


General Surgery 
Stuart McGuire, M.D. 
W. Lowndes Peple, M.D. 
Carrington Williams, M.D. 
Beverly F. Eckles, M.D. 


Orthopedic Surgery 
William T. Graham, M.D. 
D. M. Faulkner, M.D. 


Dental Surgery 
John Bell Williams, D.D.S. 
Guy R. Harrison, D.D.S. 


Eye, Ear, Nose and Throat 
Thomas E. Hughes, M.D. 








Hospital For General Diagnosis 
and Nervous Diseases 


“NORWAYS” 


1820 E. 10th Street, Indianapolis, Ind. 


An institution devoted to the Research, Study and 
Diagnosis of all problems in Medicine and Surgery, 
especially of conditions involving the Nervous Sys- 
tem. All newer methods of Diagnosis, particularly 
the Chemistry of the blood, spinal fluid, secretions 
and excretions of the body are employed. The im- 
portance of the body metabolism and its relation to 
diseased conditions is emphasized. 


The co-operation of physicians is invited. It is the 
Policy of the Hospital to return patients to their 
home and family physician for treatment, at the 
earliest possible moment, after diagnosis is made. 
Only at the request of the patient’s physician will 
any case be kept in the Hospital beyond the neces- 
sary period of observation. 


. complete staff of skilled specialists in co-opera- 
ion. 


For further particulars regarding rates, etc., write 


DR. ALBERT E. STERNE or 
DR. LARUE D. CARTER 


“Norway” Hospital for General Diagnosis 
and Nervous Diseases. 











THE TORBETT SANATORIUM 
AND DIAGNOSTIC CLINIC 


With the Majestic Hotel and Bath House and the 
Bethesda Bath House. 














Three thoroughly modern institutions under the same 
roof. All recognized methods of physiotherapy, die- 
tetics, x-ray, and laboratory are utilized. A graduate 
experienced physician in charge of each department 
aided by trained nurses and assistants. Water similar 
in composition and properties to the famous Carlsb: 
We also have a chartered Nurses’ Training School em- 
phasizing Physiotherapy. 


Staff 

J. W. Torbett, B.S., M.D., Supt., Diagnosis and In- 
ternal Medicine. 

O. Torbett, Ph. G., M.D., Asst. Supt., Diagnosis and In- 
ternal Medicine. 

Edgar P. Hutchings, M.D., Eye, Ear, Nose and Throat. 

J. B. White, Ph. C., M.D., Urology and Syphilology. 

F. A. York, M.D., Roentgenology and Gastro-Enterology. 

Howard Smith, M.D., Physician and Surgeon. 

S. A. Watts, M.D., Internist. 

Cromwell Rogers, M.D., Pathology. 

S. P. Rice, M.D., M. A. Davidson, M.D., Obstetrics 
and General Practice. 

H. H. Robertson, D.D.S. 

Miss Sarah Kirvin, R.N., Supt. of Nurses & Dietetics. 

Miss Mary Valigura, R.N., Supt. Surgical Dept. and 
Physiotherapy. 
For further information, write for folder to 


TORBETT SANATORIUM. MARLIN, TEXAS 
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Westbrook Samitorions, Richmond, Virginia 


THROUGH THE MEDICAL STAFF, 


DOCTORS JAS. K. HALL, P. V. ANDERSON AND E. M. GAYLE 


WISHES TO ANNOUNCE TO THE PROFESSION THE OPENING 
OF AN ADDITION TO THE INSTITUTION OF TWO BRICK BUILD- 
INGS—ONE FOR MEN AND ANOTHER FOR WOMEN. 


HE PLANT now consists of nine separate buildings situated in the midst of grounds which 
embrace eighty-five acres. The lawn is large and beautifully shaded; there are private 
walks and drives, and the institution affords the quietness and serenity of the country 
within sight of the city. 
Rooms may be had single or en suite, with or without private baths. Small cottages, suitable 
for one patient, are also available. 
Treatment is limited to Nervous Disorders, mild Mental Affections, and to Alcoholic and Drug 
Habituation. Nurses and attendants are trained for this special work and the Sanatorium fur- 
nishes every facility for the rational treatment of such patients. 


Life in the out-of-doors, combined with properly selected work for each patient, constitutes an 
important therapeutic measure. 


The three physicians live at the Sanatorium and devote their entire attention to the patients. 


BOOKLET UPON REQUEST 











DR. MOODY’S SANITARIUM 


SAN ANTONIO, TEXAS 


For Nervous and Mental Diseases, Drug and Alcohol Addiction 
and Nervous Invalids Needing Rest and Recuperation. 


Established 1903. Strictly ethical. Location delightful summer and win- 
ter. Approved diagnostic and therapeutic methods. Modern clinical lab- 
oratory. Seven buildings, each with separate lawns, each featuring a 
small separate sanitarium, affording wholesome restfulness and recrea- 
tion, in doors and out doors, tactful nursing and homelike comforts. Bath 
rooms en suite, 100 rooms, large galleries, modern equipment, 15 acres, 
350 shade trees, cement walks, playgrounds. Surrounded by beautiful 
park, Government Post grounds and Country Club. 


T. L. MOODY, M.D., J. A. McINTOSH, 
Supt. and Res. Physician. Res. Physician. 
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South Mississippi 
Infirmary 


Established 1901 
Standardized 


GENERAL HOSPITAL 


RADIUM AND X-RAY CLINIC 


W. W. CRAWFORD, M.D. 
Surgeon-in-Chief 


HATTIESBURG, MISSISSIPPI 





DRS. KEITH & KEITH 


746 Francis Bldg. 


Modern equipped X-Ray Laboratories 
at 
Office and Hospitals for 
Diagnosis and Therapy 


An ample supply of Radium 


for the treatment of superficial and deep 
lesions in which radium is indicated. 


J. PAUL KEITH D. Y. KEITH 


Louisville, Ky. 











X-RAY AND CLINICAL 
LABORATORIES 


Radium and Deep 
X-Ray Therapy 
Dermatology 
DRS. 
MARCHBANKS & CROWELL 


527-535 Volunteer Bldg., 
CHATTANOOGA, TENNESSEE 











St. Elizabeth’s Hospital 
RICHMOND, VA. 


Staff 


J. Shelton Horsley, M.D., Surgery and Gynecology 
J. S. Horsley, Jr., M.D., Surgery and Gynecology 
Wm. H. Higgins, M.D., Internal Medicine 

O. O, Ashworth, M.D., Internal Medicine 
Austin I. Dodson, M.D., Urology 

Fred M. Hodges, M.D., Roentgenology 

Helen Lorraine, Medical Illustration 

Thos. W. Wood, D.D.S., Dental Surgery 


Administration 


N. E. Pate Business Manager 


SCHOOL FOR NURSES 


The Training School is affiliated with Johns 
Hopkins Hospital in Baltimore for a _ three 
months’ course, each, in Pediatrics and Ob- 
stetrics. A course in Public Health Nursing is 
given as an elective in the Senior year at the 
Richmond School of Social Work and Public 
Health which is a department of William and 
Mary College. All applicants must be graduates 
of a high school or have the equivalent educa- 


tion. 
Address 


HONORIA MOOMAW, R.N., 


Superintendent of Hospital and 
Principal of Training School. 
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THE STEWART HOME TRAINING SCHOOL, Frankfort, Ky. 
For the Care and Training of MENTALLY DEFECTIVE CHILDREN 

Expert training, mental development 
and care by specially trained teachers, 
nurses and physician who has devoted 
his life to the study and treatment of 
cases of arrested mental development. 

Delightfully located in the beautiful 
blue grass region of Kentucky. Five 
hundred acres of lawn and woodland 
for pleasure grounds. Seven elegantly 
appointed buildings, electrically lighted 
and steam heated. Highly endorsed by 
prominent physicians. Write for de- 
scriptive catalogue. Address 


DR. JOHN P. STEWART 
Box M, Frankfort, Ky. 


WASHINGTON RADIUM AND X-RAY LABORATORY 


1610 20TH STREET NORTHWEST 
WASHINGTON, D. C. 
Phone .North 6687-3457 


C. AUGUSTUS SIMPSON, M.D. H. F. ANDERSON, M.D. 


DERMATOLOGY 
RADIUM AND X-RAY THERAPY 


Radium in sufficient quantity to treat any form of malignancy at our " disposal. Massive 
X-Ray Therapy. Fulguration. Kromayer and Alpine lamps in skin lesions. 

















Greensboro, 


Glenwood Park Sanitarium, voir Ceci. 


SUCCEEDING TELFAIR SANITARIUM 


ee ~ 


The Glenwood Park Sanitarium is ideally located in a quiet suburb of Greensboro, having all the 
advantages of the city, yet sufficiently isolated to enable our patients to enjoy restful quietude and 
entire freedom from the noise and distraction incident to city life. 

CLASS OF PATIENTS—Those who need help to overcome the bondage of habit. Rest from over- 
work, study or care. Diversions for the depressed and disquiet mind—and such as are suffering from 
any disease of the nervous system. The treatment consists of the gradual breaking up of injurious 
habits, and the restoration to normal conditions by the use of regular and wholesome diet, pure air, 
eet and exercise, with such other remedies as are calculated to assist nature in the work of 
restoration. 

Special attention is given to the use of electricity. Twenty years’ experience has proven it in- 
valuable in cases of nervous prostration, incipient paralysis, insomnia, the opium and whiskey habit, 
and those nervous affections due to uterine or Ovarian disorders. 

For further particulars and terms, address W. C. ASHWORTH, M.D., Superintendent. 
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Medical College of Virginia 


UNIVERSITY COLLEGE OF MEDICINE 
MEDICAL COLLEGE OF VIRGINIA 
(Consolidated) 


Medicine-Dentistry-Pharmacy 


STUART McGUIRE, M.D., Dean 

New colons building, completely equipped and 
modern laboratories. Extensive Dispensary serv- 
ice; — facilities furnish 400 clinical beds; in- 
dividual instruction; experienced faculty; practical 
curriculum. For catalogue of information address 
J. P. McCAULEY, Secretary 

1149 E. Clay Street Richmond, Va. 








The New York Skin and Cancer Hospital 
SPECIAL POST GRADUATE INSTRUCTION 
For Graduates In Medicine 


WHI be given as follows 


1—Hospital and Dispensary instruction, diagnosis 
and treatment of diseases of the skin. 
in syphilis—diagnosis, laboratory 
treatment. 
in X-ray Therapy. 
instruction in the Pathology of 
diseases and new growths, including 
methods for the demonstration of 
parasites. 
dispensary instruction in the 
treatment of cancer. 
Apply to Superintendent 


301 E. Nineteenth Street, NEW YORK CITY 


Ambler Heights 
Sanitarium 


Conducted for incipient and 
convalescent tuberculous cases. 


ASHEVILLE, N. C. 


Equipment and methods rated (monthly 
average) 99% by the Asheville Board of 
Health for four years. Booklet and in- 
formation upon request. 


Address 


DOCTORS AMBLER & AMBLER 
P. O. Box 1861, Asheville 














RADIUM AND X-RAY 
LABORATORY 


in Connection With 


DRS. GAMBLE BROS., 
MONTGOMERY & CO. 


Greenville, Miss. 


A thoroughly equipped X-Ray Lab- 
oratory and an ample supply of Ra- 
dium for the treatment of all condi- 
tions in which Radium is indicated. 


Address all communications to 
DR. ROBT. C. FINLAY, Director 
Greenville, Miss. 











RADIUM THERAPY 


in connection with 


NEWELL & NEWELL 


Sanitarium 


705-707 Walnut St., Chattanooga. Tenn. 


An ample supply of Radium for the treat- 
ment of all conditions in which Radium is 
indicated. 


SANITARIUM STAFF 


E. T. Neweil, B.S., M.D. 

E. D. Newell, B.S., M.D. 

J. Marsh Frere, M.D. 

E. R. Campbell, B.S., M.D. 
J. J. Armstrong, B.S., M.D. 
W. H. York, B.A., M.D. 

J. 8. Bobo, M.D. 
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THE NEW YORK POLYCLINIC 
MEDICAL SCHOOL AND HOSPITAL 


(ORGANIZED 1881) 
(The Pioneer Post-Graduate Medical Institution in America.) 








We Announce 
A COMBINED COURSE 


GASTRO-ENTEROLOGY, PROCTOLOGY and 
ALLIED SUBJECTS 








FOR INFORMATION ADDRESS 


EXECUTIVE OFFICER, 345 West 50th Street, NEW YORK CITY 




















: 2400 S. Dearborn St. 


POST GRADUATE COURSES 
In All Branches For 
PHYSICIANS AND 

SURGEONS 


LABORATORY AND X-RAY 
TRAINING FOR PHYSICIANS 
AND TECHNICIANS 


Graded Courses in 
EYE, EAR, NOSE AND 
THROAT 


For Further Information Address 


POST GRADUATE HOSPITAL 
AND MEDICAL SCHOOL 


Chicago, Illinois. 








The Tulane University - 


of Louisiana 


GRADUATE SCHOOL of MEDICINE 


Reorganized to meet the requirements 
of the Council on Medical Education of 
the A.M.A., and new men added to the 
Faculty in every department. 

The fortieth session begins on Monday, 
October 18, 1926, with a four weeks’ 
clinical course which will be followed by 
four courses of six weeks each of clin- 
ical and didactic work, and the school 
will close with a four weeks’ clinical 
course ending June 4, 1927. 

In addition to the short courses which 
have been arranged to cover the work 
in each department in a systematic and 
intensive manner, courses leading to a 
degree have also been instituted. 


For information address 


Dean, Graduate School of Medicine 
1551 Canal Street New Orleans 
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New York Post-Graduate 
Mediral School and Hospital 


OMEDICINE OHUROLOGY OPEDIATRICS 

OISURGERY OIGYNECOLOGY OIANAESTHESIA 

CIX-RAY OPROCTOLOGY OILABORATORY METHODS 
(LR OES ese RRO Se cada dt tse ey ME pe LC. SAE ea Soe Me eles ee Lee 


Check the subject which interests you and return 
with your name and address to 


THE DEAN, 306 East 20th Street, New York City. 








Courses for Physicians 


Rniversity 
of 
Pennsylvania 


Graduate School 
of Medicine 
The Medico-Chirurgical 
College 





Regular Graduate Medical Courses of One to Three Years’ Duration, Leading to Appropriate 
Certificates or Graduate Medical Degrees in the following separately organized and conducted 
Clinical and Medical Science Departments: 

Internal Medicine, Pediatrics, Neuropsychiatry, Dermatology-Syphilology, 
Gynecology-Obstetrics, Orthopedics, Urology, Ophthalmology, Otolaryngology, 
*Anatomy, *Physiology, *Pathology, *Bacteriology-Immunology, *Pharmacology. 


In every course the registration quota is limited. All of the stated Regular Courses begin 
annually in mid-October except in the cases of departments designated ,by the asterisks, 
wherein the courses begin whenever vacancy occurs in the quota. A “‘year”’ is thirty-two or 
more weeks, according to “the department concerned, 

Certain hogy? Special Courses (special subdepartmental subjects) are also available, as follows: 
Tuberculosis, Clinical and Sociologic; Cardiology, Gastroenterology; Protein Sensitization, Para- 


Nongag mee oy 
bemistry, 


sitology a Tropical Medicine; Diabetes, Mellitus, Arterial Hypertension and Obesity; Electro- 
therapeutics; Infant Feeding; Intubation; Clinical Psychiatry; Clinical Dermatology; Neuro- 
anatomy and Neuropathology; Neurootology; Operative Surgery and Surgical Anatomy; Anes- 
thesia; Orthopedic Diagnosis; Operative Orthopedics; Ophthalmic Operations; Ocular — 
metry; Ocular Museulature; Ocular Refraction; Lary A and Esophag 
copy; Otologic (cadaver) Operations; Otolaryngol (cad ) Operations; Clinical “Blo 
chemistry; Basal Metabolism. 











Address: Dean, Graduate School of Medicine, University of Pennsylvania, Philadelphia 











UNIVERSITY OF MARYLAND, SCHOOL OF MEDICINE 


COLLEGE OF PHYSICIANS AND SURGEONS 


Requirements for Admission—Two years of college work, 
Biology and Physics, in addition to an approved four years high school course. 


Facilities for Teaching—Abundant laboratory space for equipment. 


including English, Chemistry, 


Two large general 


hospitals absolutely controlled by the faculty and several hospitals devoted to specialties, in 


which clinical teaching is done. 


For catalogue apply to J. M. H. Rowland, M.D., Dean, N. E. Cor, Lombard and Greene Sts. 


Baltimore, Md. 
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AT THE MENOPAUSE 


The distressing symptoms that so frequently accompany the climacteric, but more particularly the ag- 
gravated symptoms of the artificial menopause, are often controlled by the administration of 


LUTEIN TABLETS, H. W. & D. 
LUTEIN SOLUTION AMPULES, H. W. & D. 


The choice of the medication depends, of course, on the judgment of the physician as to whether oral or 
hypodermatic administration is indicated. Both products represent the 
CORPUS LUTEUM OF THE SOW 

unmodified by treatment with solvents or by exposure to temperatures above animal body heat in the 
drying process. All separation of extraneous matter is made by mechanical means and all drying is 
in vacuo. The unaltered corpus luteum should, therefore, be presented in our products and clinical experi- 
ence with them should demonstrate their therapeutic activity. 

Ovarian dysfunction as evidenced in dysmenorrhea and amenorrhea is also an indication for Lutein medi- 
cation, and if the diagnosis of such dysfunction is reasonably well established, definite therapeutic re- 


sults may be expected. 
WHOLE OVARY TABLETS, H. W. & D. 
OVARIAN RESIDUE TABLETS, H. W. & D. 
are also offered for.those who prefer, for certain indications, the use of the whole gland or- of the residue 
remaining after corpus luteum separation. 


LITERATURE FURNISHED Upon REQUEST 


H.W. & D—SPECIFY—H. W. & D.—SPECIFY—H. W. & D—SPECIFY—H. W. & D. 


HYNSON, WESTCOTT & DUNNING 
BALTIMORE, MD. 








Johnson’s Burn Emeottiont 


-recently announced, has met with 
such widespread approval, that in 
compliance with numerous profes- 
sional requests, it is now being sup- 
plied not only in collapsible tubes, 
as formerly, but also in 1-Ib. cans. 
Ingredients on application. 


Many of our friends will therefore 
be glad to know that they can now 
dispense or prescribe this highly 
efficacious unguentum from the new 
1-Ib. can. 





SAMPLE COUPON 


Johnson & Johnson, 
New Brunswick, N. J. 
Please send sample of John- 
son’s Burn Emollient. 
Supplied in Metal Boxes 





ALL J. & J. PRODUCTS FOR SALE AT DRUG STORES 
~<——_<«=. SAMPLE ON REQUEST 


oe Jiu é fehnson 


NEW BRUNSWICK, N. J., U.S.A. 








“Name of druggist. 
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CRITICAL FACTORS IN THE SURGERY 
OF THE GALL BLADDER AND DUCTS* 


By G. W. Crite, M.D.,** 
Cleveland, Ohio. 


The sequence of events which follows exten- 
sive operations upon the gall bladder and ducts 
in cases which are bad risks differs only in de- 
gree from that which follows excision of the 
liver. There is an immediate and body-wide 
functional decline which, unless checked, leads 
inevitably to death. Because this sequence of 
events is so uniformly present, even after oper- 
ations performed with the most perfect technic, 
it is obvious that one must look beyond the 
local region itself for the explanation. Two out- 
standing facts regarding the anatomical struc- 
ture and relations of the liver point the way to a 
conception regarding its body-wide influence, 
which in turn indicates methods whereby this 
untoward sequence of events may be prevented, 
or at least minimized. These two anatomical 
facts are, first: its extensive nerve system sup- 
plies every minute bile duct, every blood vessel, 
every cell, with nerve fibers. Both the bile and 
the blood capillaries are surrounded by a net- 
work or dense mesh of nerve fibers; and as for 
the cells, in many cases, as Macallum and Berk- 
ley have shown, the terminal nerve fiber may be 
seen to extend within the substance of the cell 
itself. Second, the liver is almost entirely sup- 
plied by non-oxygenated blood, the individual 
liver cells receiving blood only from the terminal 
branches of the portal vein, for the hepatic artery 
supplies only the bile ducts, the walls of the 
blood vessels, and the capsule of the liver. Thus, 
in contrast with the cells of other organs and 
tissues, the interchange of the circulation in the 
liver cells is not between the arterial and the 
venous systems, but is between the portal and 
the biliary systems. 


*Read in Section on Surgery, Southern Medical As- 
sociation, Twentieth Annual Meeting, Atlanta, Georgia, 
November 15-18, 1926. 

**Cleveland Clinic. 


In this final observation may be found a key 
to the peculiar menace of any interference with 
the terminal biliary system, while in the abund- 
ant nerve supply may be found an interpreta- 
tion of the peculiar menace of any extensive ab- 
dominal operation, and in fact of any body-wide 
disturbance. For it is obvious that any rough 
contact with the liver itself or with the bile ducts 
cannot fail to affect the nerve supply of both 
neighboring and distant organs, and that any 
interference with the biliary blood supply, on 
the other hand, cannot fail to affect the portal 
circulation. Thus it would appear that a system 
or series of vicious cycles is established by every 
disease process within the biliary system or 
within the liver, and by every contact with the 
biliary system or with the liver. 

It seems strange that in the case of the liver 
the primary essential of optimum function of 
any organ, that is, the maintenance of the in- 
tegrity of its nerve supply, has been little, if at 
all, regarded. The nerves of the liver are de- 
rived from the left vagus and from the sym- 
pathetic nervous system. The distribution of 
these two systems of nerves is too well known 
to need recapitulation, but their relation to the 
liver should be emphasized, since it explains the 
widespread visceral and general symptoms which 
follow operations which impinge upon this organ. 
It is obvious that any rough contact with the 
liver itself or with the bile ducts cannot fail to 
affect the nerve supply of neighboring organs, 
and since the disastrous effects upon the ducts 
and liver itself do not terminate with the manip- 
ulation, the effects upon neighboring organs and 
upon the whole body will continue for a more 
or less prolonged period following operation, or 
those effects may be sufficient to endanger life 
itself. 

In this respect, the liver may well be com- 
pared with the medulla oblongata. The medulla 
could not be crudely sponged without widespread 
disastrous effects, nor should one suppose that 
the nerves supplying the common duct are one 
bit less sensitive than those which supply the 
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cornea, for example. One would not attempt to 
remove a speck of dust from the cornea with 
sandpaper. The approach to that exquisitely 
sensitive structure is made with exquisite care. 
The approach to the exquisitely sensitive liver 
structure should be made with equal delicacy. 

We have indicated above that the effects upon 
other organs of any encroachment upon the 
nerve endings of the liver are not only immediate 
but lasting. The following interrelations of the 
function of the liver with the functions of other 
organs has now been established: the organism 
as a whole loses its power of oxidation in the 
absence of the liver. Depression of liver func- 
tion depresses the activity of the adrenal glands; 
depression of liver function depresses brain func- 
tion. The liver, therefore, is essential to the 
function of the organism as a whole. The liver 
invariably responds to every variation in the 
activity of the organism, that is, it has been 
proved by laboratory experimentation that its 
histological structure, its capacity, its tempera- 
ture and its conductivity are altered by the in- 
jection of adrenalin, in anesthesia, in convulsions 
caused by strychnin, in muscular activity, etc. 
The liver is as responsive and as sensitive as is 
the brain. It works when, and with the same 
intensity as the brain works and, therefore, one 
may readily understand why and how operations 
upon the common duct may have the same im- 
mediate and remote effects as operations upon 
the base of the brain. In operations upon the 
common duct, therefore, it must be remembered 
primarily that the sympathetic nerves in the 
walls of the duct and in the walls of the blood 
vessels which supply the ducts may easily be 
disturbed by manipulations, by edema, by sud- 
den alterations in the pressure of bile, the effect 
of the latter reaching far back within the liver, 
within which the back pressure of the bile has a 
far-reaching effect. It is well known, as has 
been stated above, that even if the recurrent 
nerves are not touched by the surgeon in the 
course of a thyroidectomy their function may be 
disturbed or suppressed for many days by edema, 
the presence of scar tissue, etc. The same may 
happen in the course of an operation for the re- 
moval of a stone in the common duct, for, as 
we have emphasized above, the sympathetic and 
vagus nerve fibers in this region are supposed 
to be as sensitive as those in the region of the 
thyroid gland. 

This delicate network of nerves may be spared 
injury, and the function of the liver and con- 
sequently of the rest of the organism may be 
conserved, by providing a reasonably accessible 
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and well exposed field by means of a long in- 
cision and by wide regional anesthesia which 
will give complete muscular relaxation. If com- 
plete muscular relaxation cannot be assured by 
the regional block, then ether may be added as 
required. But the sine qua non for successful 
surgery of the common duct is an ample, clearly 
lighted field. The second requirement is proper 
dealing with the adhesions which are almost in- 
variably present in such cases. If the adhesions 
are separated by gauze or by blunt instruments 
or by tearing them apart, the nerve endings will 
justly express their resentment of such treat- 
ment by the production of shock; and hemor- 
rhage will add to the disastrous results; whereas, 
if the adhesions are divided at the white, blood- 
less line of cleavage within which there are few, 
if any, nerve endings, by a feather edge dissec- 
tion with a sharp knife, whereby a clear in- 
nocuous field can be carried progressively for- 
ward until the gall bladder and the ducts lie un- 
stained and uninjured under the eye oi: the sur- 
geon, no shock or hemorrhage will be produced. 

In most instances the surgeon can see clearly 
whether or not the common duct is dilated. If 
it is not dilated, the diagnosis of common duct 
stones is probably wrong. If it is dilated, then 
it should be opened and explored for stones. If 
the duct is of a normal size, and if there have 
been neither chills, nor fever, nor jaundice, then 
even if there are stones in the gall bladder there 
is no indication for opening or exploring the 
common duct. To explore the common duct in 
such a case is bad practice, because not 
only will no benefit result from it but much 
harm may be done. In fact, the patient may 
even pay with his life for the dull logic of z 
meddlesome surgeon, especially since the oper- 
ator who is so illogical as to think he must ex- 
plore the duct when there is no definite indica- 
tion therefor will probably not have had a great 
deal of surgical experience. It should also be 
remembered that it is far more difficult to ex- 
plore a common duct of normal size than a 
dilated common duct, since the latter gives 
ample space for a sure incision, for easy ex- 
ploration, for ready closure by suture; or, if it 
cannot be closed by suture, its enlarged caliber 
gives assurance against cicatricial stricture as 
the result of drainage and operative damage. If 
there is no apparent indication for opening the 
common duct, however, it should be critically 
explored from one end to the other by light but 
sufficient pressure between the thumb and finger. 

In the case of an obstructed common duct 
and the resultant back pressure of bile, the 
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disastrous results of a sudden release of the bile 
should be remembered, these results being com- 
parable to the effect of a too sudden release of 
urinary back pressure upon kidney function. 
The function of the bile with its high alkalinity, 
when its pressure is maintained at a normal de- 
gree, is to maintain the alkalinity of the liver 
cells. Drainage of the common duct under any 
circumstances reduces this pressure to zero; and 
if there is a sudden release after a high back 
pressure due to obstruction, the effect is the 
same as that produced by the sudden breaking 
of a dam, that is, the pressure is temporarily re- 
duced far below the normal level. It should be 
borne in mind, also, in connection with the ques- 
tion of drainage that faulty drainage may pro- 
duce a well instead of a stream. Too much 
fluid may accumulate before it escapes, with im- 
mediate resultant functional disturbance, and 
the more remote result of adhesions which in 
turn interfere with liver function and conse- 
quently with general organic function. This 
damage is avoided or largely eliminated by em- 
ploying gravity drainage through Morrison’s 
pouch. Owing to the position of this pouch, 
the accumulation of fluids will be avoided, and 
the resultant adhesions will not be at such 
vulnerable points as those impinged upon by an 
anterior drain. When this method of drainage 
is employed the primary abdominal incision can 
be closed at once. 

Moynihan has called attention to the impor- 
tance of a thorough knowledge of abnormalities 
in the anatomy of the bile tract. Because of 
his appreciation of the ill results which follow 
injuries to the bile ducts in the course of an 
operation on the gall bladder, or the overlooking 
of stone within the duct which is not in its 
classical position, Flint made for him an elab- 
orate investigation of the abnormalities in the 
anatomy of the bile tract, and of the bile duct 
in particular, and a study of his findings as re- 
ported in the British Medical Journal and in 
Moynihan’s recent monograph on abdominal 
operations is well worth while. 

In view of what we have stated regarding the 
widespread effects of impaired liver function, it 
is hardly necessary to emphasize the importance 
of the employment of all the measures at our 
command for the conservation and restoration 
of the organism. However, for the sake of em- 
phasis it may be worth while to note in par- 
ticular the need for testing and, if necessary, re- 
storing the clotting time, for establishing a nor- 
mal water balance, and for the use of alkaliniz- 
ing measures. Even with the application of 
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every restorative measure at our command, how- 
ever, occasionally liver function fails after oper- 
ation, with the resultant decline of every func- 
tion, both mental and physical. 

We have already referred above to the extent 
to which the interrelation of the liver with bodily 
function as a whole has been established by the 
application of methods of physical measurement, 
of temperature, capacity and conductivity. . It 
remains to mention one important fact which 
has been established by these researches, namely, 
the relation of the thermogenic function of the 
liver to the maintenance of the temperature of 
the organism. By experimental researches in 
the biophysical laboratories of the Cleveland 
Clinic it has been found that the introduction 
of heat within the abdomen causes an immediate 
rise, not only in the temperature of the liver, but 
also in the temperature of the brain, the rise in 
the temperature of the brain occurring synchron- 
ously with the change in the temperature of the 
liver. It would follow from this observation that 
the application of heat to the liver should in a 
large part counteract the ill effects of operations 
upon the liver and bile ducts. As a result of 
our interpretation of this experimental fact, we 
have been applying heat to the liver by means 
of diathermy, which we have found to be an 
ideal method of holding the temperature of the 
liver at a normal level. One plate of the 
diathermy apparatus is placed on the lower chest 
on one side and the other is brought opposite 
the dome of the liver. The current can thus be 
continually applied during the operation and 
the temperature of the liver and of the abdominal 
viscera can be maintained at or above the nor- 
mal throughout the operation, regardless of the 
exposure of the intestines; moreover, the appli- 
cation of the diathermy current during the im- 
mediate post-operative hours is of great aid in 
carrying the patient through that critical period. 


Finally, and in briefest summary, operations 
upon the common duct can be most efficiently 
performed with the greatest advantage to the 
patient by a sufficient appreciation of the fol- 
lowing points: (1) explicit knowledge of the 
nerve supply of the ducts and of the liver; (2) 
of the relation of the liver to the organism as a 
whole; and (3) of the value of the application 
of such measures during, before and after the 
operation as are suggested by the knowledge of 
these two fundamental factors, which are of 
prime importance in their influence upon the im- 
mediate and remote results of operations upon 
this important part of the biliary system. 
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DISCUSSION (Abstract) 


Dr. J. Shelton Horsley, Richmond, Va—Modern 
surgery is under the greatest debt of gratitude to Dr. 
Crile, not so much for the individual points of technic 
he describes and practices as for the principles he has 
established. Few of us have the gentle, artistic touch 
he has, but all of us can take the general principles that 
he lays down and adapt them to our own particular 
idiosyncrasies and to the case in point. He has estab- 
lished correct principles for operations in goiter cases. 

The big, husky patient with plenty of resistance will 
stand, almost any kind of surgery, but it is the very 
sick patient who needs the greatest care. The question 
of the preservation of resistance in the very ill patients 
is vital. And if a method works well for weak patients, 
it is good sense not to waste the vitality of the patients 
in whom we could be more prodigal of it. The struc- 
ture of the liver, its vital function and its important 
nerve supply should in themselves cause us to pause 
when we begin to pack the liver off with gauze and 
expose the viscera unnecessarily. If we gained nothing 
else from Dr. Crile’s paper, that warning would be well 
worth while. The details of drainage are also interest- 
ing and correspond to the physical and anatomical laws 
he has given. 

In our ideas of the function of the liver we change 
with the fashions that are said to change every seven 
years. Medical ideas also change to some extent and to 
the old practitioners the liver was the all-important 
organ. They gave medicine to “jog the liver” and in- 
crease its action. Then it was found that giving calomel 
did not increase the biliary flow and nothing did, ex- 
cepting possibly the bile salts, and we began rather to 
ignore the liver and belittle its importance. Probably 
some of us can live with less liver and less brains than 
others. 

We have reserve power in the liver which is not ap- 
preciated. If we gradually decreased its function we 
might live on for several years. It is known that if 
we gradually decrease the function of the kidneys an 
animal can live on one-eighth, or certainly one-fourth 
of what is considered a normal amount of kidney struc- 
ture; and if the inroad into the vital structure of the 
liver is gradual the patient more readily adjusts himself 
to it. We need not think that the fact that a patient 
has suffered these traumatic insults and has not suc- 
cumbed, disproves Dr. Crile’s theory. 

Let me call attention again to the great importance 
of keeping all the vitality, particularly in the very old 
patient. You will remember that Edgar Allen Poe made 
a very clear illustration of how he wrote his noted 
poem, “The Raven.” He analyzed it and told how he 
wrote each line and made it seem so simple that it ap- 
peared that anyone could write a similar one, but he 
left out his own genius. We cannot all follow the 
technic of Dr. Crile for we have not his genius, but if 
we will follow the principles he has laid down our pa- 
tients will greatly benefit thereby. 

Dr. Dean Lewis, Baltimore, Md—Judging from this 
paper and the discussions which have occurred fre- 
quently during the past year, one is justified in saying 
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that all the problems in connection with surgery of the 
bile tracts have not been definitely settled. Surgery of 
whatever type often leaves residual changes which can- 
not be corrected. If we were built on the plan of an 
automobile and a new part could be substituted when 
one has been badly damaged or worn out, our problems 
would be simple. Often when the best surgery has been 
done there remain residual phenomena, because there is 
a change in some finely correlated or well adjusted 
physiological mechanism. 

Dr. Crile has brought out some very important points 
in the handling of the bad surgical risks in diseases of 
the bile passage. Every time that a badly jaundiced 
patient is operated upon and something goes wrong, I 
am quite sure that the course would have been changed 
if some other line of procedure had been followed. The 
liver is badly damaged in most of these cases, and a 
decompression frequently has to be resorted to, if the 
chances of recovery are to be greatly enhanced. Bile 
should be regarded as of considerable physiological im- 
portance, for patients certainly suffer as the result of 
long continued external drainage. In those cases in 
which a stone is left in the common duct the conva- 
lescence is often delayed and these patients not infre- 
quently do badly. 

I have often had the experience that hemorrhage, 
which may prove fatal, has occurred on the tenth day 
or later when the jaundice is subsiding. 

Dr. Crile’s main contention seems to be that the liver 
should be stimulated in these cases, but the question 
naturally arises as to whether it would not be better to 
keep at rest a diseased or damaged organ until it has 
had time and opportunity to recover. 


Dr. E. Denegre Martin, New Orleans, La—Dr. Crile 
has described his method of removing the gall bladder, 
and his explanation of the use of diathermy and the 
possible cause of shock from injury to nerve centers. 
I have never been able to remove any but the nearly 
normal gall bladder by this technic. The condition 
that concerns me most is the truly pathological gall 
bladder, especially if there is empyema. I have found 
that when these are removed, the mortality is high, 
either from infection or hemorrhage, and I now use the 
following technic: after walling off the stomach and in- 
testines, the gall bladder is emptied and split from 
fundus to apex. If the gall bladder is distended, the 
redundant wall is removed, all bleeding points are 
ligated, the remaining mucosa is swabbed with iodin and 
a cigar drain is inserted. The inner tube is placed in 
the duct and the whole held im situ with catgut sutures. 
I have operated upon fourteen such cases in the past 
eight years, and all are still alive, whereas I am: con- 
fident a cholecystectomy would have resulted fatally. 
The advantages of this procedure are, lessening of shock, 
control of hemorrhage and simplicity of technic. It 
can be done by any surgeon in any class in a very short 
time. 


Dr. Crile (closing) —Skill alone does not count in the 
presence of a difficult situation. The only thing that 
counts is that ordinary skill be based upon and guarded 
by good sound principles. 
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SURGERY OF THE GALL BLADDER* 


By Irvin ABELL, M.D., 
Louisville, Ky. 


The importance of the gall bladder has been 
emphasized in recent years both to the surgeon 
and to the general practitioner. Some of my 
friends who do a general practice have estimated 
that the gall bladder is responsible for at least 
25 per cent of the dyspepsias for which patients 
consult them. When we consider that the stom- 
ach, duodenum, pancreas and appendix are prac- 
tically the only other abdominal causes of dys- 
pepsia, this at once focuses our attention on the 
gall bladder as an extremely important organ 
for study. 

May I for a moment, before taking up the 
surgical aspects, review some of the facts with 
which we are familiar? First, as to the func- 
tion of the gall bladder, there are two of which 
we are positive, although many have been 
ascribed to it. One is that it is a tension bag on 
the biliary system, the other that it is a storage 
place for bile due to its ability to concentrate 
the latter. These functions and any others 
which have been ascribed to it may readily be 
replaced or assumed by other organs, as is dem- 
onstrated by the long series of surgical removals 
as well as destruction of gall bladders by dis- 
ease. Secondly, all diseases of the gall bladder, 
except malignancy, are due to infection. This 
statement is true of neoplastic diseases other 
than malignancy. In a series of approximately 
five hundred cholecystectomies, carefully studied 
microscopically, we were able to find eleven cases 
of adenomata and papillomata. These patients 
all gave a history of chronic cholecystitis, and 
each and every one of these gall bladders showed 
upon microscopic study the evidence of a long 
standing inflammatory process. 

It is true that infections within the gall blad- 
der may be ephemeral. They may subside and 
leave a gall bladder whose function has not 
been impaired. It is true that appropriate treat- 
ment in the early stages will cause many of 
these to subside before the advent of symptoms 
indicative of progressive organic change. 

I will ask Dr. Aiken to read the history of 
the two patients I am to present to you, as they 
illustrate very beautifully the acute gall bladder. 





*Clinic, General Clinic Session, Southern Medical 
Association, Twentieth Annual Meeting, Atlanta, Geor- 
gia, November 15-18, 1926. 
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Dr. Aiken—This first patient, Mr. G., is 37 years 
old, a butcher by occupation. He was admitted to the 
hospital on October 14, complaining of pain in the 
right upper quadrant. The trouble began six days be- 
fore, with paroxysms of pain, sharp in character, in 
the right upper quadrant, which radiated to the right 
scapular region. He did not go to bed until the day 
he entered the hospital, when the pain seemed to be 
worse. During the attacks the patient would sweat 
profusely and become very weak. There has been no 
nausea or vomiting, but he has lost his appetite. He 
gives a history of a similar attack two years previously, 
and has had several spells since that time. He also 
gives a history of chronic constipation and indigestion 
for the preceding twelve years. There was some 
jaundice about six weeks ago, but there have been no 
clay-colored stools so far as is known. 

Physical examination showed slight muscular rigidity 
of the right upper abdomen, with marked tenderness 
over this region. His temperature was 100.5° F., pulse 
92, respiration 22. The blood count on several occa- 
sions was as follows: 

10-14 10-16 10-19 10-20 10-23 
16,700 13,000 14,800 15,900 18,800 

86% 84% 19% 86% 18% 
0 18 16 18 


11 
2 4 3 6 4 
1 2 0 2 0 


Urinalysis was essentially negative, as was the Was- 
sermann reaction. 

The patient was operated upon on October 26, 1926, 
under local anesthesia. The gall bladder was found to 
be gangrenous and very friable, with a perforation in 
its fundus leading to a subcholecystic abscess. It con- 
tained a large amount of creamy pus, and there was a 
stone the size of a marble in the cystic duct which we 
were unable to remove. 

The second patient, Mr. A., is 47, a plumber by oc- 
cupation. He was admitted to the hospital on October 
28, complaining of pain in the right upper abdomen. 
He stated that the attack began eleven days before, 
with a severe pain in the upper abdomen, which was 
followed by nausea and vomiting. There was no blood 
in the vomitus. The pain was paroxysmal in character 
and did not radiate. There was no previous history 
of indigestion or eructation of gas. The bowels have 
moved freely with purgation, but he has had no ap- 
petite since this attack began. His past history is 
negative except for an attack of jaundice seven years 
ago, which lasted about one week and was not accom- 
panied by pain. His general health has always been 
very good, except for slight attacks of pain in the right 
lower quadrant, which did not cause him to go to bed. 

Physical examination disclosed a rather obese ~ ab- 
dominal wall which was soft. There were no muscular 
rigidity, no palpable masses and no tenderness, except 
to deep pressure in the right upper quadrant just be- 
neath the ribs. His temperature was 98° F., pulse 110, 
respiration 24. The blood count on several occasions 
was as follows: 


10-28 10-29 11-3 11-9 





Be SE A GE Sara 13,700 7,506 9,400 10,600 
Polys. 79% 67% 69% 62% 
S77 RRP REE i ee Soo 15 23 26 7 
L. L. 0 6 5 0 





4 0 y 





T. 3 
R. B. C., 3,980,000; Hb., 85%. 


The urinalysis was essentially negative, as was the 
Wassermann reaction. 
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These two cases present several interesting 
phases of the acute gall bladder. First, only 
one gives a history of digestive disturbance and 
colics previous to the onset of his acute illness. 
This one, we know, has had disease in his gall 
bladder over a long period of time, for at oper- 
ation a stone was found in the gall bladder. 
We know that stones are practically always the 
result of long-continued, mild, low-grade infec- 
tion, but never the result of an acute gall blad- 
der condition. In many instances, such infec- 
tions subside, become quiescent, or entirely dis- 
appear, leaving in the gall bladder a stone or 
stones which may go for several years without 
causing the patient any serious trouble and 
later, as in this instance, either by blocking 
drainage of the gall bladder, by activating the 
old infection or by inciting a new one, give rise 
to an acute process. 


This also illustrates the fact that compara- 
tively few of the gall bladders which are dis- 
eased develop symptoms which urgently demand 
immediate operation. Acute gangrenous chole- 
cystitis, perforation or rupture of the gall blad- 
der, and hepatic and subhepatic abscesses may 
be considered in the light of emergencies, but 
practically all other instances give time for thor- 
ough study of the gall bladder and of the patient 
before operation is undertaken. 


This first patient, the one with the perfora- 
tion of the gall bladder, illustrates that in the 
emergencies connected with ‘the gall bladder the 
important consideration is the saving of life and 
not the cure of his disease. The cure of his 
disease would mean the removal of certain dis- 
eased tissue. The pathological ideal in such a 
case must be subordinated to the ideal of saving 
life. The least possible operative trauma should 
be inflicted. Excellent judgment was shown in 
this case in attempting the operation under local 
anesthesia, in doing as little trauma as possible 
in opening the abscess which had resulted, and 
securing drainage from that and drainage from 
the gall bladder as well. It leaves a condition 
which will require further surgery, for the 
patient’s condition was such that it was deemed 
unwise to attempt removal at that time. Suc- 
cessful surgery, particularly in the acute disas- 
ters, depends more upon the judgment of the 
operator than upon the extent of his mechanical 
skill, for the danger of doing too much is out of 
all proportion to the good that may be attained. 

The second patient illustrates the interesting 
feature that he had no history of previous diges- 
tive disturbance. He had one attack of jaundice 
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seven years previously, but no further trouble 
until the acute attack which originated three 
weeks ago. There was nothing in this to de- 
mand immediate operation. The physicians on 
the staff of the Grady Hospital have shown ex- 
cellent judgment in tiding this patient through 
his acute attacks, so that when surgery is un- 
dertaken a curative operation may be per- 
formed. 

What do we mean by curative operation? As 
stated previously, the ephemeral infection may 
disappear. It frequently does, but the reverse 
is equally true, that an infection which spreads 
to the bile passages involves the liver tissue it- 
self, often involving the pancreas, so that instead 
of a localization in the organ which is readily 
attacked by surgery we have it spreading to 
organs, the surgical removal of which is entirely 
impossible. 

During the last year, following the work of 
Heyd, of New York, we have been routinely re- 
moving a small bit of liver tissue for microscopic 
study in cases presenting marked chronicity. In 
no single instance has the microscope failed to 
reveal an intralobular hepatitis, associated in 
some instances with fatty degeneration of the 
liver cells. If we have a comprehensive view of 
gall bladder disease, we realize that we are deal- 
ing with one which includes the duodenum, the 
pancreas, the bile passages, and the liver, and 
we have a more complete idea of the pathological 
conditions with which we must deal, and con- 
sequently a better idea of the indications, as 
well as the limitations of surgery. It also gives 
us a better idea of why both medical and surgical 
treatment in diseases of the gall bladder and 
biliary tract sometimes are associated with fail- 
ure in affording relief of symptoms. While it is 
impossible to state that each of the classes rep- 
resents different types of pathology, it is true 
that gall bladder patients can be divided into 
practically three groups. In one there is noth- 
ing to indicate the presence of disease except 
the digestive disturbance, the sense of fullness — 
after eating, the belching of gas, and the dis- 
comfort. In the second group the symptoms 
are directly referable to the gall bladder, either 
with or without digestive disturbance; and in a 
third group in addition to these symptoms there 
are associated evidences of pancreatic infection, 
with consequent deficiency of pancreatic secre- 
tion and serious undermining of the patient’s 
health. 

I think perhaps the rest of my time can best 
be taken up in discussing the diagnosis of gall 
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bladder disease, the preparation of patients for 
operation, and in mentioning some of the causes 
for failure in the treatment of gall bladder 
lesions by surgical means. 

While all of the laboratory methods are of 
great assistance, the essential thing must, after 
all, come back to the study of the patient’s his- 
tory. In the group of cases in which the patients 
complain solely of dyspepsia, the laboratory is 
essential in differentiating between functional 
and organic dyspepsia. The x-ray is valuable 
from several viewpoints: first, in that it demon- 
strates the presence or absence of ulcer in the 
gastric or duodenal regions; secondly, when it 
shows a lagging of the meal in the second por- 
tion of the duodenum due to extrinsic cause, ad- 
hesions dependent upon cholecystitis are fre- 
quently present; thirdly, it shows in many cases 
the presence of stones. Unfortunately, the tech- 
nic of reflecting concretions has not been per- 
fected sufficiently to be regarded as a reliable 
test of their presence. If a skiagram shows 
them we know they are there, but the absence 
of such shadows does not necessarily imply the 
absence of stones. Lastly, the excellent method of 
cholecystography which has been brought out 
by Evarts Graham, of St. Louis, is of much 
assistance. While it is by no means an infalli- 
ble guide, it is a tremendously valuable help, 
particularly in those cases of dyspepsia without 
symptoms directly referable to the gall bladder. 

The second clinical group in which we have 
symptoms referable to the gall bladder itself, in 
addition to the digestive disturbance, is the one 
in which the history and clinical findings will, 
in the vast majority of instances, suffice for 
diagnosis. The localization of the pain, the 
colics that are more or less typical, enlargement 
of the gall bladder, such as is present in this 
second case, all point distinctly to the location 
of disease. It then becomes merely a question 
of what type of surgery is to be carried out and 
the time for doing it. 

In the first group, in which we have only the 
digestive disturbance as evidence of a gall blad- 
der disease, unless one can demonstrate that the 
disease is of sufficiently organic extent to de- 
mand surgical treatment, the patient should be 
given the benefit of medical means. In many 
instances he is relieved and made comfortable 
without the necessity or advisability of resorting 
to surgery. 

In the second group, where the gall bladder 
wall is thickened with resultant impairment of 
contractility, where there is loss of ability to 
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concentrate bile and pour it into the digestive 
tract, operation is necessary for symptomatic 
cure. 


In connection with the second group and the 
third where, in addition to the gall bladder dis- 
ease, we are certain of coincident liver and pan- 
creatic involvement, the importance of pre- 
operative study and observation cannot be 
stressed too strongly. The various dyes which 
have been introduced for the study of liver func- 
tion require elaborate chemical tests and have 
not been demonstrated to be absolutely worth 
while. We have depended upon the icterus in- 
dex and the van den Bergh text, both of which 
are of very definite importance. The icterus 
index will show the presence of bile in the blood 
long before discoloration of the skin becomes 
evident to the naked eye; consequently we can 
be positive of liver insufficiency long before the 
examination of the skin reveals it. The use of 
the van den Bergh test will show whether it is 
of a hematogenous or obstructive type. By care- 
ful study and correlation of these methods con- 
joined with the clinical findings one can form a 
good idea of the liver function and general 
resistance, and with such information at hand a 
proper medical and surgical management can 
be carried out. The methods of preparation 
vary but briefly: alkalinization, rest, the use of 
carbohydrates and glucose and, where marked 
jaundice or lowered clotting time exists, the in- 
travenous administration of calcium chlorid, 
preferably given on three consecutive days be- 
fore operation, or, what is better, the transfu- 
sion of whole blood the day preceding and the 
morning of the operation, are tremendously 
helpful. 

By carrying out such a regime the mortality 
can be greatly reduced. The day of discussion 
as to whether we shall do a cholecystectomy or 
a cholecystotomy is probably past. Most of us 
feel that if the gall bladder has sufficient dis- 
ease to impair seriously its function, and if the 
remainder of the biliary tract permits, its re- 
moval is indicated. Many have lost sight of 
the fact that the disease is not limited to the 
gall bladder alone. The appendix rarely pro- 
duces contiguous lesions which prohibit its re- 
moval, but a gall bladder with a coincident in- 
volvement of the pancreas, of the duodenum, 
and of the liver and ducts, as is frequently ob- 
served, cannot always be removed with assur- 
ance of safety. The ideal to be attained is the 
removal of the pathological tissue, and this can- 
not be done unless it is limited to the gall biad- 








92 ; SOUTHERN MEDICAL JOURNAL 


der alone. In the third group, in which the dis- 
ease is not limited to the gall bladder, that ideal 
cannot be carried out. The ablation of path- 
ological tissue, removal of stones, provision of 
drainage and elimination of obstruction are the 
indications the surgeon must have in mind when 
he attempts gall bladder surgery. 

Just for a moment I shall speak of one cause 
of death in gall bladder surgery. Leaving out 
the infection of the peritoneum and cardiorenal 
deficiency, the question of infection of the liver, 
hepatitis, is the most important. The peculiar 
type of death which one observes in these cases, 
high temperature with a pulse of 140 to 150, 
disturbance of the intellect, coma, and ultimately 
the lethal end, points conclusively to an intoxica- 
tion which, inferentially, is hepatic in origin. 
The use of ether, a lipoid solvent, probably has 
something to do with liberating these toxins. 
Since we have stopped using ether, such symp- 
toms have been seen less frequently. Personally 
I believe that all operations on the gall bladder, 
especially if the disease has persisted for some 
time, should be done under local anesthesia, as 
was done in the first case presented today, or 
under gas or ethylene anesthesia. 

May I conclude with some of the causes of 
failure to relieve patients by surgery? The re- 
- tention of crippled, disabled gall bladders is a 
potent one; the pathological changes sequential 
to long continued infection in liver, ducts and 
pancreas a frequent one; while incomplete oper- 
ations must always be taken into account. It 
is not always possible to remove all stones. 
Many of them wander into other portions of 
the biliary tract, often extending into the hepatic 
ducts, while there may be stones within the liver 
itself, few and large, or small and multitudinous. 
In the latter contingency it is not always possi- 
ble to be sure that one has removed every stone. 
Cases are on record, one mentioned by Rallston 
in which eight thousand stones were removed at 
one time. It is impossible to tell at subsequent 
operations whether the stones present are newly 
formed or left-overs. So, failure to remove all 
of the stones and all of the pathological tissue 
present, both of which are at times impossible 
on account of local conditions, is the greatest 
cause of failure to relieve symptoms. It is not 
logical to assume that drainage or removal of 
the gall bladder will in every instance cause a 
disappearance of the fibrous deposit within the 
pancreas or in the liver, or will cause a regenera- 
tion of the liver cells which have already de- 
teriorated as the result of fatty degeneration, 
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or from the pressure of intralobular fibrous 
tissue. 

Experience has shown that with drainage 
operations approximately 70 per cent and with 
gall bladder removal operations approximately 
90 per cent of patients are symptomatically 
cured, leaving in the one instance 30 per cent, 
and in the other 10 per cent of patients who 
continue to present varying disturbances of 
digestive function due to one of the aforemen- 
tioned causes. 





RELATION OF SYPHILIS TO ANEU- 
RYSMS*+ 


OBSERVATIONS ON Forty-FivE ANEURYSMS IN 
ONE THOUSAND FIvE HUNDRED AND 
NINETY.-FIVE AUTOPSIES 


By Stuart Graves, M.D., 
Louisville, Ky. 


The relation of syphilis to aneurysms in any 
fairly large series of cases in which the former 
is checked by reliable Wassermann tests, clinical 
histories and anatomical evidence, and the latter 
by complete post-mortem examinations, should 
be of considerable value for clinical considera- 
tion. In the Louisville City Hospital over a 
period of ten years we have made such a study. 
Admissions show about 45 per cent colored peo- 
ple and 55 per cent white people. To state con- 
clusions briefly at the beginning: in one thou- 
sand five hundred and ninety-five autopsies 
there have been found forty-five aneurysms 
(2.8 per cent); 95.5 per cent were in negroes 
and 4.5 per cent in whites; the Wassermann re- 
action was three or four plus in 75.5 per cent 
of the cases. The negative Wassermann reac- 
tions were usually found in cases of aneurysm 
which gave historical or other anatomical evi- 
dence of syphilis, and we are inclined to agree 
with MacCallum, who states in his “Textbook 
on Pathology” that: 

“Our experience, which includes the study of an un- 
usually large number of aneurysms, tends to impress 
us with the conviction that all are due to syphilis.” 

This study has included not only the relation 
of syphilis to aneurysms but also the incidence, 
character and distribution of the aneurysms be- 
cause of their clinical interest. Some of the 
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more complicated and unusual cases are added 
briefly because of their relation to diagnosis as 
well as to etiology. It is well to begin with a 
definition and classification of aneurysms. 


An aneurysm is a permanent pathological 
dilatation of a blood vessel, involving one or 
more coats of the vessel. Aneurysms are 
classified primarily as true aneurysms and false 
aneurysms. Most aneurysms fall within these 
two classes. There are also classified arterio- 
venous aneurysms and special forms, such as 
parasitic or mycotic, but these are so rare that 
they are hardly considered within the scope of 
this paper. The true and false aneurysms are 
further divided into saccular, which are by far 
the most numerous, fusiform and dissecting. As 
to distribution, aneurysms may involve any 
blood vessel in the body and may be of any 
type in any vessel, but in practice the saccular 
variety greatly predominates and is found most 
commonly in the aorta above the diaphragm. 
In our series the aneurysms were found in the 
arch in 49 per cent in the descending thoracic 
aorta in 24 per cent and in the abdominal aorta 
in 15.5 per cent. 

In connection with the distribution of aneu- 
rysms between male and female, it is interesting 
to note that this series shows that they were 
found in the male more than twice as often as 
in the female. 

Saccular aneurysms were found in 94 per 
cent of the series, single in 77 per cent and 
multiple in 17 per cent. Every true or false 
aneurysm, eliminating only the arteriovenous, 
parasitic or mycotic, must begin primarily as a 
localized stretching and dilatation of the wall 
of the vessel, due to damage in the wall itself. 
The injurious agent probably includes the pres- 
ence of Spirocheta pallida, or destruction due to 
Joss of nutrition locally through the shutting off 
of blood supply to that part as the result of an 
obliterative endarteritis of the nourishing ves- 
sels caused by Spirocheta pallida. By its very 
nature it lends itself to slow and permanent 
damage, gradual dilatation and somewhat 
simultaneous, but finally successive involvement 
of all of the different coats of the vessel. A 
true aneurysm is defined as one in which at 
least one of the coats of the artery is intact and 
forms a part of the wall of the sac. Naturally 
the adventitia is the last portion of the arterial 
wall to give way, because the destruction pro- 
gresses from the lumen outward. The opening 
from the artery into the aneurysmal sac may be 
linear, oval or round, and usually takes one of 
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the last two shapes. The gradually enlarging 
sac receives support from the surrounding struc- 
tures and against its sides are laid down lamel- 
lated clots which tend to undergo organization. 
If the dilatation is very slow, the endothelial 
lining tends to spread from the intima of the 
artery over the edges of the aneurysmal opening 
onto and over the inner surface of the sac, and 
may in time completely line the sac, but as a 
rule it spreads only a limited distance from the 
aneurysmal opening. If the blood pressure is 
not too high and the wall of the sac is suffi- 
ciently supported, such an aneurysm may exist 
for a long period of time without complications; 
and such aneurysms, if favorably located, may 
lend themselves to surgical intervention. On the 
contrary, if the blood pressure is high, and if the 
sac gradually gives way, it may eventually rup- 
ture into a cavity, producing fatal hemorrhage 
or death by interference with physiological func- 
tion, or it may bore itself a path through solid 
bone, even to the extent of pointing beneath the 
skin and finally rupturing to the outside, or to 
the extent of destroying the bodies of vertebrae 
and impinging upon the spinal cord. 

The eventual termination of aneurysms is in- 
teresting. In this series 46.6 per cent ruptured, 
most commonly into the pericardial cavity, al- 
most as many times into the retroperitoneal 
structures, next most commonly into a pleural 
cavity and thereafter as shown in the accom- 
panying table. 

Before showing the lantern slides with some 
of the details discussed, I shall describe a few of 
the individual cases. 

A negro man, 45 years old (A-16-106), had a four- 
plus Wassermann. He was admitted to the hospital 
with a provisional diagnosis of pneumonia, but in such 
a condition that a history was unobtainable, and he 
died ‘in a few hours. Physical examination showed 
cyanosis, air hunger, apparent consolidation of both 
lungs; cold, clammy sweat, pulse 100, respirations 44, 
and temperature 98°. The autopsy showed an ab- 
dominal aneurysm which had ruptured into the retro- 
peritoneal tissues. There were about 400 c.c. of thin, 
light red blood and several small, dark red blood clots 
in the peritoneal cavity. After removal of this fluid 
and clot, there was found an extensive, bluish red, 
bulging, retroperitoneal mass of jelly-like consistency 
situated on the left postero-lateral surface of the peri- 
toneal cavity anterior to the lower border of the left 
kidney, quadratus lumborum and iliopsoas muscles. It 
was limited below by the left lateral surface of the 
bladder, above by the splenic flexure of the colon, and 
medially by a line drawn from the left external in- 
guinal ring to the lower pole of the spleen. Overlying 
the most prominent portion of the mass was the 
descending and sigmoid colon, which had been displaced 
forward and inward. The contents of the mass were 
found to be composed of dark red, clotted blood. The 
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appendix was retrocecal, pointed upward and outward, 
and was bound down by firm adhesions, measuring 
9 cm. in length. Under the description of the aorta is 
the following record: 

“There is a bilateral cone-shaped bulging of the aorta 
beginning on a level with the lower border of the 
eleventh dorsal vertebra (8 cm. above the celiac axis). 
The widest portion of the bulging, which is situated 
opposite the first lumbar vertebra, measures 8 cm. On 
opening the aorta there is found on its posterior wall 
an oval perforation with rounded edges beginning on a 
level with the lower border of the celiac axis and ex- 
tending upward for 6.6 cm., measuring 1.7 cm. in 
greatest width. The opening leads into a sac which is 
referred to in the above as the cone-shaped bulging. 
On dissection, this sac is found to be filled with dark 
red, friable, lamellated, clotted material. After remov- 
ing the clotted material, the posterior wall of the sac 
is found to be absent, thus allowing the twelfth dorsal 
and first lumbar vertebrae to become intimately con- 
nected with the contents of the sac. At the left lower 
border of the sac, limited anteriorly, medially and 
laterally by the left medial arcuate ligament and pos- 
teriorly by the psoas muscle, is an opening which com- 
municates with the bluish red, retroperitoneal mass re- 
ferred to under the peritoneal cavity. Aside from the 


perforation the intimal surface of the aorta presents - 


numerous grayish yellow, elevated streaks and patches, 
the latter being more prominent near the aortic orifice. 


“Vertebrae.—There is an erosion of the anterior one- 
third of the bodies of the twelfth dorsal and first lum- 
bar vertebrae, the inter-vertebral disc standing out 
prominently and apparently little involved.” 


Another interesting case (A-17-10) is that of a male 
negro. 51 years old, who was in the Hospital only three 
davs before his death. He was admitted with a pro- 
visional diagnosis of bronchial asthma. He had com- 
plained for several weeks of dyspnea which had grad- 
ually become so bad two days before admission ‘that 
he was brought to the Hospital for treatment. In the 
complicated clinical picture appeared signs of laryngeal 
and pulmonary edema, alternating with spells of sus- 
pension of breathing, broken by violent spells of cough- 
ing, which kept the whole ward awake. The autopsy 
revealed a saccular aneurysm springing from the pos- 
terior wall of the arch, measuring 7 by 9 cm. in dia- 
meter and impinging 3 cm. above the bifurcation of the 
trachea, upon the trachea and pressing it backward and 
to the right so completely as practically to occlude it. 
Where it pressed most upon the trachea it was crossed 
posteriorly from right to left by the esophagus. In this 
case the post-mortem Wassermann was anticomple- 
mentary. No ante-mortem Wassermann was taken. 


A male negro 48 years old (A-17-45), with a four- 
plus Wassermann, was in the Hospital twenty-seven 
days, during which time several members of the 
visiting and resident staff studied the case apparently 
very thoroughly. These studies are too lengthy for 
record in this paper, but the final diagnosis was carci- 
noma of the stomach. The description of the autopsy 
itself is also too lengthy to record here. It revealed a 
sacculated aneurysm of the arch of the aorta which 
gradually ruptured downward, the false aneurysm work- 
ing its way toward the lower portion of the right 
pleural cavity. It produced a round mass 5 by 8 cm., 
which projected into the cavity about 4 cm. and rup- 
tured at its summit through an orifice 2 cm. in dia- 
meter, which released about 500 c.c. of fluid blood into 
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the Tight pleural cavity. There was no evidence of 
carcinoma. 

In another male negro 50 years of age (A-17-71), with 
a four-plus Wassermann (post-mortem), the autopsy 
revealed an aneurysm of the aorta 2 cm. above the 
renal artery which had an aneurysmal opening from 
the aorta nearly 15 by 20 mm. in diameter, which had 
bored its way backward into the bodies of the adjoining 
vertebrae so that the distal wall of the sac was made 
up of eroded vertebrae roughened and spiculated. This 
autopsy was a coroner’s case which had been sent in 
after death at a time when we were doing autopsies for 
the coroner to build up our pathological museum. Con- 
sequently there was no clinical history of his record in 
the Hospital, but death had resulted from chronic ne- 
phritis and sclerosis of the liver. 


A similar case in a male negro about 45 years of age 
(A-18-20), also a coroner’s case, admitted just before 
death with a final diagnosis of emphysema, revealed a 
sacculated aneurysm impinging upon and eroding the 
fourth, fifth and sixth dorsal vertebrae so that only a 
thin shell of the bone remained on the right side. 

A veritable curiosity shop of pathology was pre- 
sented in the post-mortem findings of a male negro 50 
years of age (A-19-40), with a three-plus Wassermann. 
This case was studied at great length and the diagnosis 
of aneurysm made by clinical findings and by x-ray, 
the saccular aneurysm of the arch pressing upon the 
trachea, bronchi, esophagus and left recurrent laryngeal 
nerve. 

Rupture of an aneurysm into the esophagus and 
stomach with fatal hemorrhage was found in a male 
negro 42 years of age (A-20-6), with a three-plus 
Wassermann, in whom aneurysm of the aorta was diag- 
nosed ante-mortem. It is interesting to note that the 
rupture into the left bronchus had been diagnosed 
ante-mortem as the result of several hemorrhages from 
the mouth, the last one of bright red blood on the 
morning the patient died. The aneurysm had been lo- 
cated clinically as “of the transverse arch of the aorta, 
with probable rupture into the left bronchus.” This 
was a fairly good clinical diagnosis, but the round- 
about path of the hemorrhage had not been discerned 
and the autopsy revealed a saccular aneurysm of the 
descending portion of the aortic arch with perforation 
into the esophagus, hemorrhage into the esophagus and 
stomach and profuse erosion into the third, fourth and 
fifth thoracic vertebrae. 

The inevitable result of a misspent life is incidentally 
recorded in the history of a female negro only 37 years 
old (A-21-78), who died of an abdominal aortic 
aneurysm which finally ruptured into the left pleural 
cavity. This unfortunate woman had married at the 
age of 16. Of three pregnancies the first one was 
terminated at two months, the second child lived to be 
eighteen months old and the third pregnancy resulted 
in a miscarriage at four months. There was a history 
of vaginal discharge accompanied by frequent burning 
urination over a period of two years. It is not neces- 
sary to relate the typical clinical history of subsequent 
salpingitis. At autopsy the left pleural cavity was 
found dilated with clotted blood and serum. In the 
diaphragm, 2 cm. lateral to the esophageal opening 
was an opening 2 cm. in diameter, leading into a cavity 
below the pleural covering of the diaphragm and con- 
nected with an aneurysmal sac springing from the aorta 
just below the diaphragm. This had evidently existed 
for a long time, as was shown by the erosion of the 
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Number autopsies Sept. 7, 1914, to June 
80, 1925 1595 











































































































Aneurysms 45 2.8% 
Color: 
Black 43 95.6% 
White 2 4.4% 
Sex: 
Male ‘ 31 68.9% 
Female 14 31.1% 
Type: 
Saccular, Single 35 77.0% 
Saccular, multiple 8 17.0% 
Fusiform | 2.2% 
Dissecting : 2.2% 
Location: 
Arch 22 49.0% 
Descending thoracic 11 24.0% 
Abdominal 8 15.5% 
Basiiar 1 2.2% 
Vertebral 1 2.2% 
Right subclavian 1 2.2% 
Left ventricular wall 1 2.2% 
Wassermann: 
Positive 34 --75.5% 
Negative : 7 15.5% 
Anticomplementary 1 2.3% 
Missing 3 6.7% 
Ruiture: 
Yes 21 46.6% 
Yo 24 =53.38% 
Rupture Into 
Pericardial cavity 4 19.2% 
Retroperitoneal 3 14.4% 
Trachea 2 9.6% 
Pleural cavity, right 2 9.6% 
Pleural cavity, left 1 4.7% 
Escphagus 2 9.6% 
Stomach and esophagus 1 4.7% 
Bronchus 7 4.7% 
Bronchus and left lung. 1 4.7% 
Left lung 1 4.7% 
Peritoneal cavity 1 4.7% 
Brain 1 4.7% 
Retroperitoneal through diaphragm into 
left pleural cavity 1 4.7% 





aneurysm into the bodies of the eleventh and twelfth 
thoracic and first, second and third lumbar vertebrae. 
Incidentally there was found the leiomyomata of the 
uterus common to negroes, together with the usual 
chronic inflammatory condition of the adnexa. 


Rupture of a saccular aneurysm of the aorta into 
the peritoneal cavity (A-21-83) was found in a male 
negro, 38 years old, with a three-plus Wassermann, who 
died shortly after admission to the Hospital before any 
history or physical examination could be obtained. 


A rather unusual aneurysm is presented in a case of 
a male negro about 53 years of age with a four-plus 
Wassermann (A-24-9), who was admitted December 11, 
1923, and died January 23, 1924. As long before as 
January, 1922, the patient had noticed a small swelling 
just above the center of the right clavicle. There was 
no pain at first, but after nearly a year a dull, indefi- 
nite pain was felt in his right arm. He continued to 
work for about two months, but had been unable to 
work or use his arm a great deal since. During the 
preceding month this mass had enlarged rapidly and 
pain in his right arm, shoulder and back had become 
severe. At the time of admission the patient presented 
a large, pulsating tumor anteriorly over his right upper 
chest, extending from the third rib on the right side 
backward to the upper border of the trapezius and 
from the upper portion of the sternum well up into 
the neck and laterally to the left mammary line. This 
case is of particular interest because of the slow devel- 
opment and because of the fact that the aneurysm was 
found in the right subclavian artery and had extended 
laterally between the right clavicle and the first rib to 
the upper margin of the second rib, upward about 8 
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cm. and to the left about 7 cm., lying along the right 
common carotid and in part under the trachea. The 
first rib on the right side was eroded to the marrow for 
30 cm., the right sterno-clavicular junction was dis- 
rupted, and the articular surfaces of the sternum and 
clavicle were eroded. The third, fourth, fifth and sixth 
cervical vertebrae were so badly eroded that the spinal 
cord was exposed for a distance of 40 mm. 

Perforation of the trachea was revealed at the autopsy 
of a male negro 53 years old (A-24-28) with a four- 
plus Wassermann. This was not diagnosed ante-mortem 
and the chief clinical impression had been bronchial 
asthma. His illness had covered a period of about two 
years. The first chief complaint had been shortness of 
breath which came in periodic attacks, at first rather 
infrequently, but coming on about every thirty minutes 
before the patient was admitted to the Hospital. He 
had been in such distress that an outside physician had 
been relieving the pain by hypodermics. Under the 
examination of the lungs, the following is recorded: 

“Upon inspection, movements were equal, but limited. 
There seemed to be but little filling of the apices. On 
palpation, the above was verified. To percussion, the 
lungs were resonant throughout. At auscultation, the 
breath tone was clear without rales, but very little air 
entered the lungs. The typical rale of bronchial asthma 
was not heard.” 

The autopsy revealed an aneurysm of the ascending 
aorta and beginning arch with pressure atrophy and 
perforation of the trachea. This perforation had not 
progressed to the point of rupture and hemorrhage, but 
the mucous surface showed a reddened, roughened, 
ulcerated area about 4 mm. in diameter. A probe 
could be passed readily through the necrotic tissue be- 
neath the aneurysmal clot through the ulcerated area 
of the trachea into the lumen of the trachea. The 
lungs showed congestion, edema and marked emphy- 
sema, with bullous sacs 2-5 mm. in diameter, especially 
in the bases. 

Rupture into the pericardial cavity was found in a 
case of a female negro 52 years of age (A-24-67). Un- 
fortunately a Wassermann was not taken before or 
after death in this case, but the microscopic description 
of the aorta showed a well marked round cell infiltra- 
tion about the vessels in the adventitia. In the media 
were numerous small, patchy areas of scar tissue, in- 
filtrated with cells of the lymphocyte series. A micro- 
scopical diagnosis of syphilitic aortitis was recorded. 
The description of the pericardial cavity and the aorta 
are as follows: 

- “The pericardial cavity was huge in size, extending 12 
cm. to the left and 9 cm. to the right of the mid-line. 


Between the second and third ribs, just at the right of | 


the sternum was a circular area 3 cm. in diameter in 
which the pericardium was firmly adherent to the 
thoracic wall. When the pericardium was opened, it 
was seen to contain several litres of blood-stained fluid 
and much blood clot. The ascending arch of the aorta 
was tremendously dilated with a saccular diverticulum 
extending anteriorly and to the right, in a situation 
corresponding to the area in which the pericardium was 
adherent to the thoracic wall. Careful exploration with 
a probe revealed a slit-like aperture leading directly 
from the saccular diverticulum into the pericardial 
cavity. 

“The whole arch of the aorta was greatly dilated. 
It measured 9 cm. transversely when unopened. On its 
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Autopsy Single é 

No. Sex Color Type or Location Rupture Wassermann 

‘ Multiple 

14-47 M B Sac Single Arch No eb 
15-10 F B Sac Single Arch No Neg. 
15-12 F B Sac Single Arch No Neg. 
15-13 F B Sac Single Arch Yes Neg. 
15-23 M B Sac Single Arch Yes eee 
15-92 M B Sac Single Abd. Yes e +++ 
15-99 M B Sac Single Arch Yes None 
15-127 F B Sac Single Abd. Yes ppt 
16-15 F B Sac Single Desc. Thor. No eee 
a6-71.- ..... F B Sac Single Desc. Thor. No Neg. 
16-106... M B Sac Single Abd. Yes +t44+ 
16-113... M B Sac Mul. Arch Yes Neg. 
16-134... M B Sac . Mul Abd. Yes +++4 
16-172... F B Sac Mul Arch No te + 
16-203 M B Sac Single Arch No ae cle 
16-219 M B Sac Mul. Arch & Desc. Thor. No cee 
17-10 M B Sac Single Are No A.C. 
17-45 M B Sac Single Abd. & Thor. Yes +++4 
de-tl M B Sac Single Abd. No shoe 
11-82 M w Sac Single Arch No wh ae 
18-20 ..... M _B Sac Single Arch No 7 
19-40 ..... M B Sac Single Arch No aainal 
20-6... M B Sac Single Dese. Thor. Yes che te 
21-78 ..... F B Sac Single Abd. Yes 777° 
21-88 ..... M B Sac Single Desc. Thor. Yes +++ 
21-105 M B Sac Single Are No +++ 
22-4 F B Sac Single Desc. Thor. No aed 
22-61 F B Sac Single Arch No bet 
22-87 F B Sac Single Abd. Yes at 
22-91 M B Sac Single Desc. Thor. No Neg. 
22-116 M w Sac Mul. Left Wert. and Basilar No t++4++ 
22-119 M B Fusiform Single Desc. Thor. No ++++ 
22-120 F B_iODissecting Single Desc. Thor. Yes ae eee 
23-1 M B Sac Single Arch Yes ede 
23-76 M B Sac Single Arch Yes ++4+4+ 
23-98 M B Sac Single Basilar Yes bp pe 
23-104 M B Sac Single Desc. Thor. No Neg. 
23-118 M B Sac Mul Desc. Thor. Yes ++++ 
23-125 M B Sac Single Left Ventric. Wall No opp 
23-164 M B Sac Mul. Arch and Desc. Thor. No hep te 
24-9 M B Sac Single Right Subclavian No ae 
24-28 M B Sac Single Arch Yes te 
24-67 .. F B Sac Mul. Arch Yes 
24-179.. eas M B Sac Single Arch Yes wb Re 
EERE Se F B Sac Single Desc. Thor. No +4+44+ 


right anterior border, about 7 cm. from the aortic valve, 
Was an opening into the saccular diverticulum above 
described. The opening into this sac measured 5 cm. 
transversely and the sac itself was about the size of an 
apple. Immediately above it, but not involving the 
roots of the great vessels, was another similar but 
slightly larger saccular dilatation, quite distinct from 
the one described. Both of these sacs contained a con- 
siderable quantity of blood clot and fibrin-like mate- 
riai. The interior of the arch presented a typical hick- 
ory bark appearance, raised white plaques alternating 
with pitted scars, depressions and fissures.” 

Perforation of the left bronchus was found in a male 
negro 38 years old with a four-plus Wassermann 
(A-24-179). Aneurysm of the arch with chronic myo- 
carditis and syphilis had been diagnosed in the case 
from careful study, the clinical notes recorded in the 
laboratery covering three pages of single-spaced type- 
written data. On the last day the patient complained 
of much pain in the right side of the chest which the 
recorder said he was unable to account for, although he 
made the note, “Spitting up more blood today.” At 
autopsy the entire pericardial cavity was found lying 
at the left of the mid-sternal line. The proximal por- 
tion of the aorta, 2 cm. from the aortic valve, showed 
beginning dilatation, going on into an elongated sac, 
13 by 9 cm., which involved the entire arch of the 
aorta. The posterior wall of this sac had eroded 
through into the left bronchus at its junction with the 
trachea. The fourth dorsal vertebra was eroded at a 
point corresponding to the erosion through the bronchus. 


The accompanying tables show ihe autopsy 
numbers by years, sex, color, type of aneurysm, 
whether single or multiple, where located, 
whether ruptured or not, and the Wassermann 
reaction in all except three cases; also percent- 
age distribution as to race, sex, type, location, 
ruptured or not, into what ruptured if ruptured, 
and Wassermann reaction. 





DETERMINATION OF RELAPSE IN 
AMEBIC INFECTIONS* 


By F. M. Jouns, M.D., 
New Orleans, La. 


While engaged in an intensive study of the 
treatment of amebic dysentery and the eradica- 
tion of infection in chronic cyst carriers pur- 
suant to an investigation of the therapeutic ef- 
fect of stovarsol,! I have been particulas'y in- 
terested in the means of determining a cure or 
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in anticipating a clinical relapse. I will not 
give any lengthy compilation of figures, but will 
attempt to convey the impressions I have ob- 
tained from a study of the entire series after fol- 
lowing a number of patients for a period of 
many months, 

By amebic infection is meant the active re- 
production of pathogenic amebas within the 
body, and I desire to limit my discussion to the 
commonly accepted pathogen Endameba dysen- 
teriae. This ameba, we believe, can reproduce 
only vegetatively within the tissues of the host, 
and. particularly in the submucosa of the big in- 
testine or in abscess cavities within the liver. 


Treatment of a patient harboring an active 
amebic infection with any of the well recognized 
drugs such as ipecac or its derivatives, stovarsol 
or yatren, quickly reduces the actual numbers 
of protozoa present, the visible lesions in the 
rectum and lower sigmoid apparently heal, small 
multiple liver abscesses (so-called acute amebic 
hepatitis) subside and the patient becomes clin- 
ically well. Unfortunately, it has been my ex- 
perience both as therapeutist as well as labora- 
tory observer to note that the great majority of 
patients will subsequently relapse. Just how 
and when to expect and anticipate a relapse 
and the dependence to place on such laboratory 
examinations as we have at our disposal con- 
stitutes one of the big problems in the control 
of an infected patient. 


In order to determine the type of examina- 
tion best suited to a particular case, it seems 
wise briefly to review the parasitology of amebic 
infection. We believe that infection takes place 
by the ingestion of encysted or capsule pro- 
tected forms of the parasite which pass down 
the alimentary canal to the cecum where the 
cyst sporulates and sets free four small ameboid 
daughter amebas. If these can survive long 
enough (or probably multiply in a particularly 
favorable cecal content) they may eventually be 
introduced through a break in the mucosa to 
the vascular submucosa where they are able to 
move about and find food in the form of fresh 
tissue juice and blood serum poured into the 
lesion in response to both protozoan and bac- 
terial injury. The amebas almost invariably 
drag bacteria along with them as was noted 
several years ago by Dr. C. C. Bass and myself,” 
and recently again by Dr. Charles Craig.? De- 
pending upon the resistance of the patient 
(rather than the virulence of the organism), a 
smaller or larger ulceration is produced, amebas 
swarm out into the cecal contents and subject 
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the entire big gut to surface infection. The 
disease most often tends to localize in the de- 
pendent parts of the large bowel such as the 
cecum, sagging portions of the transverse colon 
or the rectum. Active disease in the cecum gives 
rise to an appendiceal or gall bladder like train 
of symptoms. Indeed the appendix itself is 
often involved. Dysentery with frequent bloody 
and mucoid stools and tenesmus is dependent 
upon involvement of the lower sigmoid and 
rectum, as these areas are more highly in- 
nervated. Occasionally the infection may be 
localized at both ends of the large bowel, or a 
massive infection may cover the entire area. 
Parasites invading the superficial veins of the 
intestinal mucosa may be conducted to the liver 
where they are unable to pass through the capil- 
laries and thus produce abscesses by vegetative 
reproduction of the protozoan embolus itself. 


In the quiescent period immediately follow- 
ing complete clinical cure it is usually impossi- 
ble by any presently demonstrated means to 
determine a cure by the absence of parasites in 
feces or rectal scrapings. It is apparent that in a 
relapse we have the gradual multiplication of 
one or more groups of parasites that were cov- 
ered up in small necrotic foci in the larger lesions 
that healed over rapidly during the period of 
medication. Clinically, relapse may occur by 
renewed open ulceration in the cecum, lower sig- 
moid and rectum, or by abscess formation in the 
liver. By far the greatest number of early re- 
lapses that I have recorded have been initiated 
by the finding of encysted amebas in an ap- 
parently normal stool with the patient present- 
ing some more or less vague abdominal discom- 
fort usually referable to the right side oi the 
abdomen. 

The mechanism of cyst production presup- 
poses the wandering out of active vegetative 
amebas from an open lesion high up in the big 
gut. These motile forms become mixed with 
the liquid stool, and as it moves on down the 
normal big gut and becomes dehydrated, the 
amebas, being subject to the same influence, 
also lose water, become smaller and encyst or 
protect themselves by forming a cyst wall. The 
cysts will remain viable in a formed or hard 
stool for many days after its passage out of the 
body. 

An examination of feces for amebic cysts 
should be made at monthly intervals for a period 
of at least twelve months following any appar- 
ent cure, even though there are no symptoms. 
We have had several cases that have shown 
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cysts after the lapse of thirteen and fourteen 
months of observation. In the search for cysts 
I would like to recommend the routine use of 
centrifuge-concentrated preparations and the 
low dry (16 mm.) lens of the microscope just 
as one uses for the detection of ova of the 
parasitic worms.* Saline purges “to bring down 
cysts” are apparently not useful. 

A relapse in the region of the lower sigmoid 
or rectum is usually ushered in by the resump- 
tion of acute dysenteric symptoms. One patient 
in particular, I remember, who relapsed in the 
sixth month, had achieved an ulcer the size of a 
silver dollar within ten days after a proctoscopic 
examination that did not reveal anything re- 
sembling a lesion. It was evident that the lesion 
had progressed in the submucosa and suddenly 
the surface covering sloughed off. 

Proctoscopic examination will often reveal 
small ulcers attending a slight clinical disturb- 
ance and from these one may scrape a drop. of 
necrotic material with a small spoon curette for 
direct microscopic examination. I have never 
found cysts in the lesions of the rectum or in 
the bloody mucoid material adhering to a formed 
passage. Consequently this sort of material 
must be collected fresh and warm by the per- 
son making the microscopic examination, and 
the search centered on demonstrating actively 
motile vegetative amebas. In material removed 
from such lesions the number and characteristics 
of amebas found usually precludes any difficulty 
in identifying pathogenic varieties. 

I have noted three clinical relapses limited to 
or beginning in the liver. One of these followed 
the continued presence of encysted forms in the 
stool without any gross clinical disturbance for 
a period of eight months. Another case devel- 
oped the liver abscess which was operated and 
drained with a diagnosis of staphylococcal in- 
fection made from cultures, although a choco- 
late-colored pus was noted by the surgeon. Upon 
the onset of clinical dysentery a month after 
operation I was able to identify E. dysenteriae 
in stool and drainage material which had con- 
tinued to discharge from the liver abscess. A 
third case relapsed with liver abscess within two 
months following apparent clinical cure of a 
dysentery, with no amebas demonstrable in the 
stool or rectal mucosa by proctoscopy. Vegeta- 
tive amebas were demonstrated on the second 
and third days in material obtained through the 
drainage tube. 

In conclusion, I would state that I have not 
been able to obtain any confirmation of Kofoid’s 
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so-called “excretion” of encysted amebas from 
my known amebic abscessed liver cases by ex- 
amination of duodenal contents, and do not be- 
lieve that at the present time we should go 
afield and diagnose amebiasis on phantom forms 
the size of yeast cells obtained by duodenal 
drainage.’ On the other hand, the application 
of artificial culture to stools for diagnostic pur- 
poses as recently introduced by Dr. J. H. St. 
John’ and confirmed by Dr. C. F. Craig? may 
eventuate into a means of still earlier detection 
of amebas in the diagnosis of infection or re- 
lapse. I have had as yet no opportunity of in- 
vestigating this particular culture method, but 
am somewhat skeptical as to their identification 


-of the E. dysenteriae which was cultured from 


9.6 per cent of 73 medical students in the Army 
Medical School. 
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DISCUSSION (Abstract) 


Dr. R. W. Mendelson, New Orleans, La—Dr. Johns 
stated that in liver abscesses we sometimes find cysts. 
His explanation of cysts is that they result from de- 
hydration. How, then, would he account for cyst for- 
mation in the liver abscess? Out in Siam, where we 
have a clinic running from eight to twelve cases of 
amebic infection a day, we, of course, have a great 
many liver abscesses. I should very much appreciate 
Dr. Johns’ explanation. 


Dr. Charles W. Duval, New Orleans, La.—In cases of 
liver relapses, in which the lesions of the intestinal 
tract have all been cleared up, is there any recurrence 
of lesions in the intestinal tract? In other words, is 
intestinal amebiasis reestablished ? 


Dr. Johns (closing) —I believe Dr. Mendelson mis- 
understood me. I quoted Dr. Kofoid as saying that 
amebic cysts are “excreted” from the liver “area.” I 
personally do not believe the liver excretes amebic 
cysts, which are the size of a small epithelial cell. 

Answering Dr. Duval’s question, one of my patients 
seen in consultation with Dr. Elliott, of New Orleans, 
came in in the routine way, was treated, and seemed 
cured. Eighteen months later he came back with liver 
abscess and was operated upon, and amebae were found 
in the abscess drainage. In another case the patient 
had been given a course of treatment that cleared all 
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the clinical symptoms, and while amebae could not be 
found in the stool a relapse occurred in the liver and 
amebae were found in the drainage from the liver. In 
another case the patient relapsed with liver abscess, 
and amebae were found both in the liver drainage and 
in the stool. He had been treated three months before. 
Dysentery re-occurred three weeks after operation for 
liver abscess. I went into the history, learned of the 
attack three months before, went back to liver drainage 
and found amebae there also. 





FUNDAMENTAL CONSIDERATION IN 
PSYCHIATRY* 


By Ross McC, CuHapman, M.D.,** 
Towson, Md. 


The purpose of this brief address is to put 
before the Section on Neurology and Psychiatry 
certain facts which are not new but which can- 
not be too often repeated, for on them must be 
based the intelligent interest and action of the 
medical profession through many years and 
many generations to come. 

These facts are of equal importance to the 
neurologist and to the psychiatrist. Each of us 
deals with the other’s problems if, indeed, those 
problems can be differentiated, for there is a 
broad zone in which our interests must always 
overlap. It would be most unfortunate if this 
were not so. The study of the integrative ap- 
paratus and of the mind cannot properly be 
carried on independently. The operations of the 
mind should be looked upon as a total reaction. 

We will in this paper look at only one aspect 
of mental abnormality or mental illness. 

The constitutional inferiorities are not con- 
sidered here nor do we include those mental 
illnesses of known organic origin. We look for- 
ward with hope and confidence to the future 
valuable contributions of the physiologist, the 
pathologist and the biological chemist, but their 
findings are of little help to us today in the con- 
sideration of the great mass of mental illness. 


We have for a long time recognized that an 
important aspect of our understanding of mental 
disease lies in the conception of the failure of 
the individual to adapt himself to some problem 
that life brings him. Mental disease is an ex- 
pression of maladjustment. It is a compromise; 
it represents an effort on the part of the indi- 





*Chairman’s Address, Section on Neurology and 
Psychiatry, Southern Medical Association, Twentieth 
meena Meeting, Atlanta, Georgia, November 15-18, 


**Medical Superintendent, Sheppard and Enoch Pratt 
Hospital. 
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vidual to meet demands that are too great for 
him. 

We are, indeed, considered mentally normal 
about in proportion to the success we have in 
meeting our problems squarely. Our lives rep- 
resent constant efforts at adjustment to our 
inner wants or needs or at adaptation to external 
demands. 


The degrees of success of these efforts can be 
estimated only through a study of a cross-section 
of a selected entire population. The result on 
the one hand would include the so-called normal 
(the degree of whose success or failure is known 
best, perhaps, to himself or to those closest to 
him) and would then pass through all stages of 
ineffectiveness, incompetency, social, emotional 
and intellectual maladaptation. 


If mental illness in all its varying degrees is 
an expression of failure on the part of the in- 
dividual to meet demands on him in some ade- 
quate manner, why is it that so many of us con- 
fronted by the same demands manage to muddle 
through with some measure of success? 


With this brief introduction, may I present 
three or four short histories which deal only 
with the essentials for our purpose? They are 
not comprehensive illustrations, but they will, 
perhaps, serve. All of them have been carefully 
studied. In only one was a physical component 
found. 


Case 1—A man of twenty-three, whose illness dated 
from about three months before admission to the hos- 
pital, had first shown a mild depression with talk of 
having no future, then that some one was interfering 
with his bond business, with the development of pe- 
culiar ideas that he had been poisoned and inoculated 
with syphilis. There was rather silly laughter and he 
seemed mildly confused. He developed an hallucinosis, 
was panicky and fearful and went into a stuporous 
state. He was blocked, negativistic a»d later more defi- 
nitely paranoid. He thought his brain had been op- 
erated upon, that various changes had taken place in 
his body. He was seclusive and irritable. 

His history showed him to be the sixth in a family of 
seven, the first five children being girls. His father 
died when he was five and he was brought up by his 
mother and older sisters. At the age cf two he was 
beginning to be spoiled and difficult. What he wanted, 
he got by the simple method of screaming for it. There 
were frequent temper tantrums. A sister says he de- 
veloped into a selfish, disagreeable youngster jealous of 
his younger brother, and she adds, “We all left home 
on account of him.” His mother was his slave. We 
find him at the age of twelve or thirteen calling her vile 
names and referring to her as little more than a servant. 
He never tolerated interference on the part of others, 
but did as he chose himself. He was argumentative and 
quarrelsome. At sixteen or seventeen he began going 
out a little into society, but thanks to his training or 
lack of it he held himself superior to women. He did 
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fairly well in school, but lived at home and left school 
at seventeen. The onset of his very serious psychosis 
dates from his first attempt to leave home where he 
was supreme to undertake work as a bond salesman 
in a distant city. 


Case 2—A youth of twenty-one suffered from a 
psychosis of acute onset characterized by periods of 
excitement alternating with a stuporous condition in 
which he was mute, immobile with eyes and mouth 
closed. He was forcibly fed. He suffered from hal- 
lucinations, was frequently combative and presented a 
very difficult nursing problem. During the two years 
following the onset the earlier catatonic picture became 
more hebephrenic and the prognosis was considered 
hopeless. 

The history of this case shows the patient to be the 
second of a family of four children. His mother was 
a normal, attractive woman who in her relationship to 
her children was over-indulgent. The father was 
a most brilliant person, keenly intellectual, with a wide 
circle of friends with similar tastes. His chief recrea- 
tion lay in discussion. He was fond of philosophy, 
sociology, science and when not devoting himself to 
his own profession he spent much of his time with 
other brilliant thinkers in a highly rarified intellectual 
atmosphere. He was proud of his children, ambitious 
for them and pushed them. Unfortunately, he had a 
biting wit, was given to satirical remarks and was really 
feared by his children on account of his ability to 
wound. 

The patient passed an uneventful childhood, de- 
veloped an unusually attractive personality and as a 
youngster was considered normal. He was athletic, 
popular with golfers and horsemen, but timid in the 
presence of girls. At the age of sixteen he began to 
do rather badly in school. His father recalled him and 
after much talk he returned to school to go on again 
with work in which he had not the slightest interest. 
On occasions when he was at home his father kept 
him closely by his side and continually tried to rouse 
in him intellectual ambitions. His interests lay along 
athletic lines and in the field of mechanics. The next 
two years were made up of attempts on his part to 
succeed, at his father’s insistence, in school and in col- 
lege. His sense of inferiority grew. Again and again 
he was made to feel humiliated and a breakdown finally 
resulted. 


The first symptoms of mental illness noted occurred 

when after a long harangue by his father before which 
he was helpless he rushed to his mother, threw himself 
on his knees and said, “I can’t, I can’t go on.” He was 
permitted to leave college and took a long motor trip 
with a young man, a friend of his. They drove to the 
Pacific coast and back, worked to support themselves 
= of the time, and he returned, apparently quite 
well. 
There followed another attempt on his father’s part 
to push him into a field where he was not interested, 
that of a diplomatic career, and his psychosis followed 
sharply on a few weeks association with a fussy, ex- 
acting envoy of our Government who treated him like 
a servant. 


Case 3.—A girl of twenty-one developed a manic de- 
pressive attack with schizophrenic coloring. Her history 
showed her to have been brought up in pleasant sur- 
roundings. Her mother was a most capable woman of 
fine personality. Her father left home when she was 
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very young and does not figure save through his ab- 
sence. She was a bright, keen young girl, adaptable 
and popular with her playmates, but she suffered cer- 
tain physical handicaps (unlike the other cases men- 
tioned). She was very homely, suffered from _near- 
sightedness and by the time she was sixteen had 
reached an unusual height. She was awkward, ungainly 
and felt her disadvantages keenly. She was always 
closely guarded by her mother who felt toward her as 
mothers usually do toward the ugly duckling. She 
had nurses and governesses, attended the most select 
private schools and traveled widely. She never looked 
after herself, however. Her wants were constantly an- 
ticipated and everything was done to blind her to her 
handicaps instead of teaching her independence in spite 
of them. Shortly before her entrance to the hospital in 
answer to her own entreaties the whole bulwark built 
around her was removed. She was entered as a stu- 
dent at one of the great co-educational universities 
where for the first time she was confronted with the 
problems of independent existence with no training 
therein. She found the college world painful and dif- 
ficult. She became acutely sensitive to her deficiencies 
and the break came quite logically and unmistakably as 
a result of her lack of knowledge of how to adapt 
herself. 


Case 4.—A boy of eighteen came to the physician in 
an acute excitement suffering from severe panic, com- 
bative and difficult to manage. The essential features 
of the case continued for several weeks to be those of 
excitement, talkativeness with flight of ideas, mischiev- 
ousness and general psychomotor over-activity. He 
finally recovered. 

His story is of no special interest until the age of 
puberty, where our attention is again called to the 
relationship of father and son. The mother was a 
cheerful, optimistic woman whose relationship to her 
son does not lend itself particularly to criticism. The 
father was a nervous, over-serious man who had never 
learned how to play and who maintained over his chil- 
dren a constant nagging oversight. The patient from 
childhood was headstrong and in more or less constant 
dissension with his parents, particularly, his domineer- 
ing father. The effort of this boy to grow up is marked 
by much that is pathetic. Every attempt made to get 
away from home or to develop a feeling of independence 
was blocked by the father. There developed in the boy 
an antagonism toward him which increased with the 
passage of time. He became rebellious to all discipline 
and his psychosis followed. 


These cases represent a few types of serious 
end results of the faulty handling of children 
by parents. 


Case 1 presents the story of a spoiled child. 
The personalities of such children who have 
never been trained in the give arid take of life 
afford a poor soil for successful development. 
Some considerable degree of failure is almost 
foreordained and serious difficulties as in this 
case are common. 

Case 2 presents the final reaction of a son, the 


normal development of whose personality was 
greatly interfered with by a brilliant and domi- 
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nating father who gave no serious consideration 
to his boy’s desires or limitations. 


Case 3 is the not uncommon story of a young 
woman protected from all contact with the dif- 
ficulties of life until her twentieth year, and her 
failure then to adapt herself to the ordinary 
complications of an independent existence. 

Case 4 presents the serious results attending 
constant blocking by a parent of the natural and 
necessary strivings of a son for independence. 

We may for our purpose look at the personal- 
ity as the equipment of mental and physical 
attributes which we acquire through the years, 
from the time of birth, with which we have to 
meet as adults the problems of life. 

That many reach adult years with badly 
warped personalities is well known. That the 
roots of failure or of mental illness are usually 
to be found buried in childhood and adolescent 
experience when detailed histories are obtain- 
able is also well known. The careful studies 
made during the last fifteen years or so of the 
histories of mental patients from the point of 
view of personality development have opened 
our eyes fully to the importance of environ- 
mental influences during childhood and ado- 
lescent years. 

The psychiatrist and the neurologist devote 
much of their time to end results, to serious con- 
ditions which have ‘developed during years. It 


is difficult to analyze such conditions to the 


point of fully understanding them. It is even 
more difficult to correct them. 


The time has come for a more intelligent ap- 
proach to the question of maladaptation which is 
but another name for mental illness and for the 
great proportion of human failures to achieve a 
reasonable success. 

Such an approach obviously is not by way of 
end results, but through an attack at the source, 
at the very beginning of maladjustment, or bet- 
ter, in the environmental forces found to foster 
maladjustment which are to be found in the 
formative years, the years of childhood and 
adolescence, during which the personality is 
molded for good or ill, 

The types of problem children who without 
help later meet disaster are varied. They in- 
clude the over-shy, over-sensitive, seclusive, 
moody, the incorrigible, the truant, those sub- 
ject to temper tantrums, the spoiled child, the 
dreamer and others. Investigation almost al- 
ways discovers the reason therefor in the im- 
mediate environment, that is, in the home life of 
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the child or in his relationship outside the home 
with his playfellows. 

That the child is as much an individual as his 
parents and that he needs intelligent study and 
attention is plain enough. That he frequently 
does not receive even a reasonable degree of 
such intelligent attention is too often proven. 

The parent is often the direct cause of dis- 
tressing behavior on the part of the child. The 
nervous child is usually the product of the 
management given him. The domineering or 
nagging, worrying parent, the over-solicitous, or 
neglectful father or mother, the parent with 
rigid conceptions of right and wrong which he 
forces on the child, the parent who rules by 
fear, the bullying brother or sister, the teacher 
of narrow vision and little sympathy or under- 
standing, all these types and others exercise a 
harmful and sometimes a fatally harmful in- 
fluence. 

We deal here with demonstrable facts, not 
with hypotheses. Knowing with what we have 
to deal, it is not a hopeless task to outline plans 
which will afford a beginning for intelligent pre- 
ventive work. 


Children under school age are not usually 
easily accessible. There is perhaps little to be 
accomplished through efforts toward the edu- 
cation of parents of the present generation, still 
it is most interesting to note how eagerly many 
parents seek for helpful information and how 
earnest is the cooperation often given the physi- 
cian in his efforts to meet the needs of some 
problem child. The interest shown in parent- 
teacher associations it seems to me is also sig- 
nificant. There is a real effort made by most 
of these associations to encourage intelligent 
discussion of common and individual problems 
and to ask for the advice of physicians. 

It is not until the child enters school, how- 
ever, that he comes under unprejudiced ob- 
servation. At that moment two things of im- 
portance happen: (1) The training he has thus 
far had at home begins to be tested, that is, his 
adaptability is put to the test, and (2) he comes 
for the first time directly within the vision of 
the local and state educational organizations. 


Coincidentally, he comes probably for the first © 


time in contact with the public health system 
of oversight. 

Theoretically now all should be well. For 
several hours each day the child is under the 
beneficent guidance of the public school authori- 
ties, persons supposed to be specially trained 
to guide him during the most momentous pe- 
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riod of his life. He is open-minded, non-critical, 
suggestible and bursting with natural curiosity. 
For the first time he comes in contact with a 
large group of boys and girls like himself away 
from parental authority which up to now has 
been his sole guide. During these hours the 
teacher is all-powerful. There are for the youth- 
ful pupil innumerable new experiences, many of 
them outside the class-room in his social rela- 
tions with his fellows. His powers of adaptation 
are from the first heavily called upon. 


During these first weeks and succeeding weeks 
and years of school life the various forces in his 
environment are molding his personality. At 
college age his equipment, intellectual, social, 
moral, is the product of his experience thus far. 

On his entrance to college the boy or girl is 
confronted by a largely new series of important 
situations, not the least of which is an inde- 
pendence of parental authority and of his other 
accustomed environmental influences. 


Do our public and preparatory schools the 
country over meet the demands of the children 
who come to them for teaching and necessary 
social guidance? They do not. 


Generally the public school teacher is a 
woman who occupies the position more by force 
of circumstances than by choice. She is young, 
not too well trained and is occupied with dreams 
of her own future, which will not include teach- 
ing school; or she is passing through the hard 
years when her dreams are being relinquished; 
or she is becoming elderly with more or less bit- 
terness at heart over not having realized her in- 
dividual hopes. 

Our teachers should be adequately paid for 
the heavy load of responsibility they carry for 
the individual child, the family, the community 
and the state. But more than that, their train- 
ing should be of a kind which should make them 
realize the character of their responsibilities. 
With that realization and with proper financial 
compensation our teachers in the graded schools 
or high schools will have a greater sense of the 
dignity and importance of their profession, will 
be happier and immeasurably more efficient. 

Beginnings are being made. Some normal 
schools and many colleges are introducing 
courses which bring to the future teacher a 
better knowledge of her responsibility for the 
personality development of her charges. 

In some school systems in the large cities an 
effort is being made to discover the peculiar 
child and to find out of what his trouble con- 
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sists. Special classes have been formed for de- 
fectives with the intelligent aim of giving them 
a training within their capacities. 

In some instances specially trained social 
workers take charge of the playground activities, 
a most important thing, and give to the child 
who needs it the encouragement or advice 
needed to establish the right sort of social ad- 
justment. Medical advice relative to personal- 
ity problems is sought by these schools. 

In many of the larger universities and colleges 
the personality difficulties of the students are 
receiving intelligent attention at the hands of 
one or more physicians appointed for the pur- 
pose. 

Yale University a year ago opened a new de- 
partment, that of Mental Hygiene, under the 
direction of Dr. Arthur Ruggles. 

The need for research in the field of person- 
ality studies of children as well as the estab- 
lishment of child guidance clinics is being 
recognized by the larger foundations. 


The Commonwealth Fund is planning a very 
large annual expenditure for work along these 
lines, their clinical group being headed by 
Lawson G, Lowrey who has done excellent work 
in various cities. 

The National Committee for Mental Hygiene 
is planning extensively for the future of its edu- 
cational and clinical work. 

The very intelligent program of the Com- 
monwealth Fund may be summed up as follows: 

(1) To make possible further study for research in 
the field of mental hygiene for children, with special 


reference to the causes and methods of treatment of 
behavior problems. 


(2) To provide facilities for the training of 
psychiatrists and graduate psychologists in practical 
child guidance work. 

(3) To provide field training in child guidance for 
students in psychiatric social work. 


(4) To afford adequate clinical facilities for the 
thorough study and treatment of children presenting 
problems in behavior and mental hygiene. 

The mental hygiene movement is here to stay. 
It has originated forces for good far reaching in 
character which are affecting the individual, the 
state and the nation. 

It is unfortunate that it must suffer from the 
lack of personnel trained to meet steadily in- 
creasing demands. There are few communities 
which like Memphis can command the services 
of a Williams, or like Cleveland a Lowrey or 
like Boston a Thom. As time passes this con- 
dition of affairs will improve. 
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The curricula of our medical schools give in- 
creasing importance to psychiatric teaching, and 
the training of nurses and social workers re- 
flect the advances we are making in our pre- 
ventive attitude. 

May I depart somewhat from my main theme 
thus far to appeal not only to the neurologists 
and psychiatrists of this great Medical Associa- 
tion to whom it is not new but to the members 
of the medical profession generally to give con- 
sideration to the mental element in all illnesses 
of whatever kind, to regard the individual pa- 
tient not only in the light of malfunction of 
kidney or heart, but from the point of view of 
his reaction as an individual in relation to his 
environment. .That the physician of broad 
vision has always done this to some extent is 
not enough. 

The physician, whatever his special interest 
may be should acquire, as a part of his profes- 
sional approach, insight into the domestic, so- 
cial and business relationships of his patient 
and his reactions thereto. He should ask the 
question, what is the setting in which this ill- 
ness developed? With what is he contending as 
an individual in addition to his endocrin im- 
balance, or his appendicitis, or his broken leg? 
A great surgeon said recently that it had taken 
him twenty years to find out that his responsi- 
bility to his patient did not end with the ob- 
viously surgical relationship but must be carried 
on to the restoration of the patient in reason- 
able measure to his normal, social and industrial 
life. 

Unless the physician studies the setting of his 
patient, unless he sees beyond the patient the 
family group particularly, he is apt to miss en- 
lightening information which will help him not 
only in his treatment of the specific case, but 
will enable him to do sound preventive work in 
the mental hygiene field. 

The great opportunities to advise family 
groups which come to the general practitioner 
are not so frequent in these days where the 
patient is attended in hospital and the history 
is taken in the physician’s office or by a hospital 
interne. 

We cannot go far until the medical profession 
as a whole realizes its responsibility to the pub- 
lic for the prevention of mental illness as it has 
lived up to responsibilities in typhoid fever and 
tuberculosis, and as it is now fulfilling its ob- 
ligation in the study of the prevention of cancer. 


After all the years of painstaking study in 
ward and laboratory we now know that typhoid 
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fever does not occur if the public eats pure food 
and drinks pure water. Tuberculosis, it is said 
could be eliminated in thirty years if everyone 


_ would follow rigidly certain rules as to personal 


cleanliness. 


Mental illness, the greatest scourge of all, 
which one of the Mayos has said causes more 
suffering than all physical illnesses put together, 
must be approached by us with the same in- 
telligence. 


We neurologists and psychiatrists with our 
common problems, our intertwined and indivisi- 
ble interests must make of ourselves teachers 
and preachers to the members of the medical 
profession generally and to the public at large 
for the benefit of the child and the adolescent 
whose unsolved difficulties incident to their 
formative years are responsible for a great pro- 
portion of the suffering of humanity today. 

The efforts to be made by us are along simple 
and practical lines. 

(1) We should encourage all physicians by 
example and precept to look at the environment, 
the setting of the patient, and intelligently to 
estimate when possible the family group and its 
needs from the point of view of personality, 
difficulties, and the ensuing conflicts: in other 
words, to develop a group conaclenangye and a 
feeling of group obligation. 

(2) We should do everything stidiiie to im- 
prove the character and work of our public 
schools which now partake too much of the 
nature of some of our great manufacturies whose 
pride is in mass production of standardized 
articles. Our children must not be so regarded. 
They are of varied mental patterns and many 
of these patterns are delicate and require spe- 
cial attention. Our schools must pay attention 
not to the needs of its children en masse but to 
the needs of the individual child. - The expres- 
c= of intelligent interest on the part of the 
medical bodies of our communities in the needs 
of our schools as a public health measure, if 
you please, will go far in introducing to the 
public a new viewpoint as to education. The 
results will be shown in the development of a 
teaching force of broader vision and more ade- 
quate capacity. 

(3) We should encourage in every way pos- 
sible the efforts made by responsible’ institutions 
to establish child guidance clinics for the bene- 
fit of the problem child. These clinics are strug- 
gling to make clear their justified existence now 
in many cities of the country. 
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(4) We should encourage the establishment 
of domestic relations and juvenile courts where 
many of the more serious situations involving 
children may be better handled. 

If the intelligent interest of the medical 
profession of the country can be aroused; if the 
profession generally can be brought to see as 
we see the importance in the life of the indi- 
vidual of his childhood and adolescent years, the 
most important years of personality develop- 
ment, there will be great changes wrought in 
our educational systems. New ideas of parental 
responsibility will creep into homes and the child 
will have an infinitely better chance for success 
as a man. 





OSTEOMYELITIS OF THE PELVIS* 


By E. Laurence Scott, M.D., 
Birmingham, Ala. 


Surgical literature is replete with informa- 
tion concerning osteomyelitis, the manner of 
onset, the causative factors and the effects. The 
writer, however, has been able to gather but 
little from the literature pertaining to the mani- 
festations of osteomyelitis in the pelvic bones, 





Fig. 1. 
Case I. Typical striated or fan like area of de- 
struction. Compare with control marked A. 


where, although it is not a rare condition, it 
cannot be classed as a common one. A com- 
pasatively small number of cases has been re- 





*Chairman’s Address, Section on Bone and Joint 
Surgery, Southern Medical Association, Twentieth An- 
nual Meeting, Atlanta, Georgia, November 15-18, 1926. 
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Fig. 2. 

Control A. Sarcoma lower end of femur. 
Note coral like growth and extrusion. 
Appearance similar to picture of pelvic 
osteomyelitis. 


ported up to the present time, and an experi- 
ence over a number of years has shown but 
five in our clinic. It is my desire to add these 
to the reports of other writers, and to recite 
very briefly the results of our study of this 
group. 

When the term osteomyelitis is used we are 
accustomed to think of all types of bone infec- 
tions, including tuberculosis and syphilis. The 
term is a very general one indeed, but in this 
study we are dealing with the ordinarily ac- 
cepted osteomyelitis, and we inject tuberculosis 





Fig. 3. 
Striations of destruction from neck of 0s 
innominatum to periphery. 


Case II. 











Vol. XX No. 2 








Fig. 4. 
Case II. Positicn of abduction extreme, showing 
destruction of femoral head and invasion of 
upper acetabulum. 


and syphilis into the discussion simply to show 
them as distinct and different types. It has 
been very difficult to definitely separate the 
malignancies (Control “A’’) and non-malignant 
bony tumors from osteomyelitis. A routine 
procedure to determine a definite diagnosis has 
been to use control radiographs of known cases, 
those proven clinically and through the end re- 
sult as a check against the case in hand. In a 
case under observation, when we have noted a 
return to practically normal for the bone, the 
condition has been definitely typed, and this has 
been placed in the control file. This is an im- 
portant feature in the study of pelvic bone in- 





Fig. 5. 


End result following surgical drainage, 
Function 


Case II. 
traction and supportive treatment. 
good, slight limp. 
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Fig. 6. 

Case III. Typical picture of ilium osteomyelitis. 
Striations very marked. (Original radiograph 
shows periphery of ilium intact but rarified. 
(Print gives false impression of periphery.) 


fections. Not all cases showing osteomyelitis 
become operative in our hands since some resolve 
of themselves, while others will show a sinus and 
self-drainage prior to a proper diagnosis and 
surgery. When drainage was surgically pro- 
duced, the laboratory returns showed the usual 
organism of osteomyelitis. 

The clinical picture of osteomyelitis in the 
young pelvis is nearly always clouded, and could 
be called atypical. The symptoms are masked 
and rather indefinite. The onset is slow, the 
temperature is lower, and the leucocytosis is 
not so marked as in osteomyelitis of long bones 





Fig. 7. 
Result end of one year. 
losis in good position. 


Case III. Anky- 
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Fig. 8. 

Case IV. Illustrating extreme result of 
traumatic osteomyelitis, following com- 
pound fracture of symphisis. Note 
epiphyseal separation head of femur; 
destruction ascending and descending 
rami. 


with abundant marrow space. We usually think 
of osteomyelitis in long bones as a rapid fire per- 
formance and expect to have the picture pass 
before us quickly. This has not been our ex- 
perience in flat forms of bone such as the ilium. 
The ilium seems the most frequent site for in- 
fection, and in an accompanying lantern slide a 
comparison between the structure of the iliac 
bone and other bones will be shown. This may 
explain the constant picture shown in radio- 
graphs of this group of cases. 

The destructiveness of the disease in the pelvic 
bones is striking in the early stages, but equally 
interesting is the amount of repair that ensues 
after proper care. The early radiographs might 
incline towards a diagnosis of malignancy. If a 
diagnosis of malignancy is made by one not 
suspecting osteomyelitis, it is a forgivable mis- 
take, but one fraught with danger to the patient, 
in that we can do nothing for the malignancy 
while much may be done for the osteomyelitis. 

The question of primality of infection site can 
always be disputed, especially in very young 
patients. This, however, plays no part in the 
case other than to convince us of a correct diag- 
nosis. In a large per cent of cases, infection 
elsewhere in the bone framework will be found, 
and it is interesting to think of the factor of in- 
creased resistance in explaining rapid repair 
when we know the pelvic infection to be a 
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metastatic infection. In the frank trauma cases, 
ard in the post-operative cases from surgical in- 
tervention in fracture, there can be no doubt in 
dic gnosis. 

The pain complained of by these patients is 
rether peculiar, vague and indefinite. It is, of 
course, somewhere in the region of the pelvis, 
most usually about the hip. The motions of 
the hip joint will reveal little at first, and if 
osteomyelitis is not suspected, it sometimes may 
happen that a study of an ordinary flat hip 
radiograph will be made and the case may be 
passed along. Herein lies the danger of an error 
in a casual survey of a child complaining of a 
vague pain somewhere around the hip joint. It 
is not a far assumption to accept abortive types 
of osteomyelitis, and we wish to stress the im- 
portance of proper radiographic technic in 
stereoscopic plates of the young pelvis. 

After all, we are more concerned with an early 
diagnosis that is correct than we are with the 
treatment and surgery that must follow a diag- 
nosis of true osteomyelitis of the pelvis. Our 
surgical procedures in this type of infection are 
fairly standardized, but there are some points in 
the management of this condition that justify 
a moment’s consideration. 

Granting a diagnosis of true osteomyelitis of 
the pelvis, involving the os innominatum, why 
should the treatment be so carefully thought 
out? Our first consideration is the hip joint it- 
self. The roof of the young acetabulum is tri- 
partate and but thinly clad with cartilage, there- 
fore weakly resistant to invasion from above. 





Fig. 9. 


B. To illustrate thickness of neck of os innomina- 
tum, vascularity and blood supply to same. 
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Fig. 10. 


B 2. Illustrating spongy appearance normal os 
innominatum in radiograph of dried specimen. 
Curved wires enter nutrient foramina. 


We do feel though that it offers enough resist- 
ance to deserve attention and protection. An- 
ticipating joint invasion at the height of the in- 
fection, these patients are put at absolute rest in 
bed, with traction to the limb of the affected 
side, and traction made in the line of deformity 
if muscle spasm exists. This is done in the hope 
of producing even a fractional separation of ‘the 
head of the femur from the acetabular roof. This 
traction is continued and the position of the 
limb improved until it is such that, if invasion 
of the joint occurs, the limb will become fixed in 
ultimately the most serviceable position. It is 
reasonable to expect ankylosis when the hip joint 
becomes involved. 

Palpable masses, inside and outside of the 
pelvis are watched for and surgical drainage 





Fig. 11. 

A. Cross section of vertebral body, os innomina- 
tum, and lower third of femur to illustrate 
trabeculation in each type of bone. Note II 
wide interspacing in os innominatum and axis 
of same which in part explains radiographic 
picture of osteomyelitis in this bone. 
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promptly done if they are found. The construc- 
tion of the iliac bone predisposes to rupture to 
the visceral side, and therefore it is to this side 
that we may expect to locate the pocketing of 
the escaped pus rather than to the outer side. 
There is no rule for this, but it is mentioned, 
since our study of the osteology of the os in- 
nominatum has shown the liability of this oc- 
currence. 

No radical surgery has seemed necessary, and 
apparently the less radical surgery done the bet- 
ter for the patient. The surgery should be direct 
and exact and free drainage should be ‘instituted. 
If joint invasion occurs, the patient is treated in 
plaster snicas, without weight-bearing, until a 
state of healthy bone repair is noted. We would 


.like to discourage radical procedures, as we be- 


lieve them not to be needed. The true osteo- 
myelitis seems rather a self-limited problem in 
the pelvis and readily yields to proper drainage. 
If the hip joint is not given early consideration, 
unfortunate position may result in permanent 
deformity. 

SUMMARY 


A smmary of the cases reported in this paper 
would bring our conclusions about as follows: 

(1) The importance of x-ray technic in films 
of the young pelvis. 

(2) The early differentiation from malignancy 
and bone tumors. 

(3) The importance of proper drainage. 

(4) Careful attention to the hip joint during 
the fulminating stage of the disease and for a 
sufficient time during the stage of repair to in- 
sure the least damage to the roof of the acetab- 
ulum and femoral head. 





THE ONLAY GRAFT IN THE. TREAT- 
MENT OF UNUNITED FRACTURES 
OF THE LONG BONES* 


By Wiis CAMPBELL, M.D., 
Memphis, Tenn. 


In May, 1924,! a preliminary report was 
made of a technic in the treatment of ununited 
fractures based upon the results in seventeen 
cases. Since that time, this method has been 
applied routinely by myself and my colleagues 





*Clinic, General Clinic Session, Southern Medical 
Association, Twentieth Annual Meeting, Atlanta, 
Georgia, November 15-18, 1926. 

1. Arch. of Surg., 8:782-390, May, 1924. 
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in all ununited fractures, with an increasing 
percentage of satisfactory results. In conse- 
quence, a more comprehensive statement and a 
more definite conclusion can be made at present 
as to the relative value of the procedure. 


A fracture is usually classed as ununited when 
there is free motion between fragments at the 








Fig. 1l-a. X-ray of an ununited fracture of 
femur. Anteroposterior view. 





Fig. 1-b. Same as Fig. l-a. Lateral view. 


end of six months. However, there is no arbi- 
trary time when distinction can be made be- 
tween delayed union and non-union. If sta- 
bility gradually increases, the prognosis for solid 
union is good. Only after a stationary period 
has been reached without effort to consolidate 
can the fracture be designated as ununited. 
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Fig. 2-b. Same as Fig. 2-a. Lateral view. 
Ununited fractures at the present time are 
undoubtedly of more frequent occurrence, which 
may be considered the sequence to the actual 
increase in number of fractures as a result of 
the automobile and other industrial activities. 
However, the quantity alone does not account 
for the increase in fractures which fail to unite. 
This increase in recent years is probably due 
to three factors: (1) An increase in the severity 
of fractures, as evidenced by more compound 
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Fig. 2-b. Fig. 2-a. 
Fig. 2-a. X-ray of end result following bone graft to femur, shcwing solid 
union. Anteroposterior view. od 
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fractures, more trauma to 
the soft parts, bones, 
nerves and vessels; (2) 
the occurrence of a great- 
er number of multiple 
fractures, which makes a 
greater demand on the 
callus output of the in- 
dividual, as evidenced by 
defective union at one or 


more seats; (3) incom- 
petent and often inad- 
visable surgery, which 


has been caused by the 
evolution in the treatment 
of fractures to meet the 
demands of the x-ray. In 
former years, the physi- 
cian was content with 
anatomical alignment, but 
at present perfect reduc- 
tion is sought by repeated 
manipulations, which 
often fail and may impair 
the natural process of re- 
pair. Resort to open 
operation is employed too 
frequently, delaying 
“union by mere incision 
and, in many instances, 
causing further damage 
by trauma. Should infec- 
tion occur, the insult to 
nature is obviously even 
greater. The proof that 
union is influenced by 
multiple fractures has 
been questioned. I can 
only state that delayed 
union has been almost 
universally observed at 
one or more points where 
there have been multiple 
fractures, and that non- 
union, in a number of in- 
stances, was a sequela of multiple fractures. 
The mechanical art of efficient splinting ap- 
parently has been forgotten, if it was ever 
acquired. There is no field of medicine or 
surgery where propaganda for reform is more 
necessary than in the treatment of fractures. 
In a review of two thousand five hundred 
and twelve fresh fractures from our private 
records, only ninety-seven open operations were 
found. This is a much higher percentage than 
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cortex 














Autog‘enous bone nail 


Fig. 3. 


should occur in the average run of fractures, 
since many cases are referred to the specialist 
on account of unusual complications. 

The etiology and pathology of non-union has 
been considered in a former report, to which 
reference may be made. The treatment of 
ununited fractures is prophylactic, constitu- 
tional and local or surgical. In any fracture 
of consequence, there should be a complete 
physical examination, with elimination of all 
defects, by which non-union often could be 
avoided. When the status of non-union has 
been reached, the cause may be ascertained and 
removed, but usually without the slightest ef- 
fect on the local process, which is so completely 
organized that benefit from an indirect source 
cannot he expected. However, chances of suc- 
cess by subsequent treatment are materially 
enhanced. The calcium and phosphorous con- 
tents of the blood have received much consid- 
eration recently and probably should be esti- 
mated in all severe fractures, as well as those 
with delayed union, though the practical value 
of such an analysis has not been proven. This 
discussion, however, is confined to a method of 
local or surgical treatment of ununited fractures. 

It is also of interest to relate that delayed 
union has been rare in two thousand five hun- 
dred twelve fractures, and non-union can be 
recalled in but one case, a femur with an old 
tuberculous hip in flexion and adduction de- 
formity. Therefore, it is probable that local 
conditions and the manner of their treatment 
are dominant factors in securing union in 
fractures. 

Success in the treatment of non-union may 
be secured at times by various methods, but in 
order to obtain union in a large percentage, 
there are three important factors which must be 
considered in every case and strictly respected: 
(1) rigid asepsis; (2) complete internal fix- 
ation; and (3) osteogenesis. 


























Diagram showing detail of bone graft to humerus; graft held to fragments by autogenous bone 
nails and circular sutures of chromic catgut. 


I have employed all the well-known surgical 
procedures, with a fair degree of success. How- 
ever, solid internal fixation could rarely, if ever, 
be attained, which was a constant reminder that 
if it could be accomplished, the percentage of 
satisfactory results would be materially in- 
creased. With this in view, and the employ- 
ment of the massive graft, as advocated by 
Henderson,” the following technic was evolved: 

An ample incision is made through the skin 
in order to expose each fragment, when possible, 
for 4 inches (10 cm.). Routine dissection is 
made to the seat of fracture; all intervening 
scar and fibrous tissues are removed; the frag- 
ments are pared with a chisel or motor saw and 
each medulla is reamed out until normal mar- 
row tissue is reached. The fragments are 
rotated until normal relation has been restored. 
An incision is made through the periosteum of 
each fragment, for several inches, depending on 
the length and anatomic location. The perios- 
teum is stripped from one-half to three-fourths 
inch (1.3 to 1.9 cm.) from the circumference, 
leaving attached as much as possible the soft 
parts from which circulation is derived. With 
a chisel, “shavings” are removed from the cir- 
cumference until there is a continuous flat 
surface for 3 or 4 inches (7.5 or 10 cm.) when 
possible, on each fragment. A broad, fiat, 
massive autogenous graft is taken from the 
tibia, which should be of sufficient length, 
breadth and dimensions to secure firm fixation. 
With a motor saw, the graft is split longitudi- 
nally through the edge or small diameter into two 
parts, a strong outer plate consisting of dense 
bone or cortex, and an inner, of the endosteum. 
A strip of endosteum is placed within the me- 
dulla, bridging the seat of the fracture as 
reduction is made, normal marrow tissue rich in 
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osteoblasts being thus restored. From _ the 
outer plate, or as a separate graft, a strip of 
dense bone is taken, from which six or eight 
autogenous bone nails are made, of appropriate 
size. The strong outer plate is held to the flat 
surface of the bone, passing across the seat of 
fracture. Three or four drill holes are made 
through the graft and each fragment into which 
the autogenous bone nails are driven. A square 
peg in a round hold secures firm attachment. In 
addition, chromic catgut sutures are passed 
about the bone and graft. The remainder of 





Fig. 4-a. X-ray of bone graft for ununited 
fractures of both bones of forearm. Antero- 
posterior view. 
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Fig. 4-b. Same as Fig. 4-a. Lateral view. 


the endosteum is broken into small particles and 
placed with the “shavings” about the seat of 
fracture. If the graft is taken from the upper 
extremity of the tibia, it is often possible to 
obtain, in addition, small pieces of spongy bone 
to be placed about the seat of fracture. These 
are possibly more active in reproduction than 
dense bone; or, the osteoperiosteal graft may be 
added. The method of mechanical fixation is 
obviously the same that is accomplished by the 
Lane plate. Both fragments remain intact with 
minimum trauma or mutilation by chisel or 
motor saw. There is no further break in con- 











Fig. 5-a. X-ray of ununited fracture of humerus. 
Note small graft (applied at a previous unsuc- 
cussful operation elsewhere). held to fragments 
by two metal @rill points, and graft broken. 


tinuity, but the seat of fracture is reinforced by 
a new autogenous osteogenic onlay, giving addi- 
tional strength, stability and fixation. 

The making of the autogenous nail is greatly 
facilitated by a rotary file, which is attached to 
a motor saw (devised by my colleague, Dr. 
Joseph I. Mitchell). The’size of the nail is 
estimated by a drill guage. The use of taps 
and dies to make autogenous bone screws is 


ideal, but has proven unsatisfactory on account . 


of the length of time and the amount of bone 
required, and the fragility of normal bone. 


Extensive scars or adhesions of the skin 
should be excised as a preliminary measure be- 
fore attempting bone graft. In fact, there must 
be ample investment of soft tissues over the 
field of operation and transplanted bone; other- 
wise, failure is certain. This may necessitate 
the shifting of a flap of skin and soft tissues in 
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the affected part, or even the application of a 
pedicle skin graft. 

The operation on the femur, especially on the 
upper third, frequently is attended by shock, 
with high mortality, unless the procedure can 
be completed within reasonable time. The en- 
tire operation should not consume a longer pe- 
riod than one hour. Extensive breaking loose 
of fragments and adhesions should be avoided. 
It is better to sacrifice one or two inches in 
length than to run undue risk of losing a life. A 
two-stage operation will often restore normal 
length, which consists of breaking loose frag- 
ments and the employment of skeletal traction 
until reduction is accomplished, after which the 
onlay graft can be employed. However, com- 
paratively few individuals are financially able 
to submit to such a long process. Furthermore, 
skeletal traction is not without danger. 

A slight variation in technic may rarely be 
required. In femora with a tendency to angu- 
late, heavy silver wire or Parham bands may be 
necessary, in addition to autogenous nails, to 
attain complete fixation and to prevent dis- 
placement. If it is avoidable, however, metal 
should not be used in any form. Silver wire is 
also employed about the bone and graft when 
the fragments are atrophic or sclerotic, since in 
such bone no type of screw or nail can be firmly 
embedded. 

In order to carry out this tedious procedure, 
the assistance of a team of trained associates 
is essential, as well as the most rigid asepsis. 
Instrumental technic is preferred. It is not a 
one man operation. One surgeon, with two 
assistants, prepares the fracture, while the second 
and one assistant remove the graft and prepare 
the nails. Otherwise, too much time would be 
consumed. Unless a surgeon can surround him- 
self with associates who are well trained, op- 
erations of this type should not be attempted. 
There is no reason, however, why an experienced 
surgeon should not carry out the technic and 
obtain satisfactory results by proper adherence 
to the principles involved and with the requisite 
number of assistants. 

The after-treatment is most important and 
consists of efficient external fixation by plaster- 
of-Paris casts or apparatus at the conclusion of 
the operation, which must be continued for a 
period of eight weeks. During this time, no 
motion is permissable in the adjacent joints, as 
this might disturb or induce the slightest strain 
at the point of fracture. It is better to run the 
risk of restricted motion than to fail to secure 
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In estimating the end results’in 
operations for ununited fractures, 
at least six months should elapse 
before definite conclusions can be 
reached, and rarely, a much longer 
period. In the former contribu- 
tion which was mentioned, the end 
results of seventeen cases were re- 
ported. Since this a sufficient 
time has elapsed since the treat- 
ment of sixteen additional cases 
to determine the results. This 
makes a total of thirty-three, the 
distribution of which is as follows: 





Of the thirty-three ununited 
fractures, there were only seven in 
which no open surgery had been 
employed. Open reduction, with 
or without internal fixation, was 
carried out in nine when in the 
fresh stage, which is most sugges- 
tive as a contributing cause of 
non-union. Seven were compound 
fractures, which is a well-known 
etiological factor. Four were gun- 
shot fractures. In twenty, from 
one to four operations had been 





Fig. 5-b. 
nails; 
Same case as Fig. 5-a. 


beginning union. 


union. At the end of eight weeks, union is firm 
and a convalescent brace is applied, which must 
be constructed to permit the gradual increase of 
motion in adjacent joints. This apparatus 
should be worn for at least six months. In the 
lower extremity, external fixation and the grad- 
ual increase in weight-bearing is accomplished 
by some modification of the Thomas knee splint. 
Physiotherapy also is indicated at the same 
time, but must be given with great caution until 
normal strength has been restored at the seat 
of fracture, as determined by the roentgenogram 
and physical examination. Failure after bone 
grafts is often caused by re-fracture from very 
slight trauma. Therefore, protective apparatus 
must be continued until all danger is past. 


X-ray of graft to humerus, held by autogenous bone 
The final result was solid union. 


unsuccessfully employed to induce 
osseous union, as was evidenced 
by numerous scars from previous 
incisions. The procedures which 
had been used consisted of: (1) open reductions 
with internal fixation by absorbable material or 
wire; (2) open reductions with applications of 
metal plates; and (3) autogenous bone grafts. 
In not one was there the slightest evidence of 
an adequate transplant, and simple open reduc- 
tion and metal plates were notably unsuccessful. 
Of the thirty-three, there were two and one-half 
failures, the one-half occurring where two grafts 
were employed in non-union of both bones of 
the forearm, the one on the radius failing to 
unite. In all fairness, when two grafts are em- 
ployed on two bones, as in the forearm, each 
bone should be considered separately. Further- 
more, it is more difficult to induce union at two 
points at the same time. As there were five 
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with non-union in both bones of the forearm, 
five should be added to the total number of 
bones grafted, which makes a total of thirty- 
eight. Of the thirty-eight bones in which the 
onlay graft was employed, three failed to in- 
duce osseous union, which gives 92 per cent 
successful results, 


As failures are always of interest, they will be con- 
sidered separately. The first was in a humerus of a 
man aged 55. Operative technic was most successful 
and union was apparent for four months, as was 
demonstrated clinically and by the roentgenogram. 
There was then a gradual dissolution with a recurrence 
of non-union. The second case was an ununited frac- 
ture of the lower third of both bones of the forearm, 
the ulna about four inches above the wrist and the 
radius only two inches. Union was clinically solid and 
confirmed by the roentgenogram in both bones at the 
end of six months. Consequently, it was considered 
an excellent result, but when the next observation was 
made at the end of one year, motion was apparent in 
the radius. However, the patient considered the result 
excellent and would not entertain the idea of a second 
operation. The third failure was in a case of non-union 
of the upper third of the ulna, with dislocation of the 
head of the radius. Union was apparently firm at the 
end of two months and persisted for four months with 
retention apparatus, but spontaneous fracture of the 
graft with recurrence of non-union was observed in the 
fifth month. In this case, carelessness was undoubtedly 
the cause of recurrence, as it was impossible to impress 
upon the patient the importance of continued protec- 
tion. A second operation was successful in inducing 
solid and permanent union. 


The advantage of any surgical procedure is 
estimated by the percentage of successful re- 
sults. By the use of the onlay graft, as above 
described, in thirty-eight bones (thirty-three 
cases) there were three failures. In 92 per 
cent osseous fusion was induced, which is a 
much higher percentage than has previously 
been attained by myself and colleagues with 
other well-known methods. 





THE PHYSICIAN AND THE VENEREAL 
DISEASE PROBLEM IN 1926* 


By Wi1t14M F. Snow, M.D.,** 
and 


WALTER M. Brunet, M.D.,** 
New York, N. Y. 


The history of medicine is replete with illus- 
trations of the course which all permanent gains 
in conquering disease have taken. There is first 
the scientific stage during which the medical 





*Read in Section on Public Health, Southern Medical 
Association, Twentieth Annual Meeting, Atlanta, Geor- 
gia, November 15-18, 1926. 

**American Social Hygiene Association. 


SOUTHERN MEDICAL JOURNAL 





February 1927 


profession awaits the gradual discovery and cor- 
relation of essential facts about a disease, its 
etiology, diagnosis and treatment. There follow 
studies of its prevalence, distribution and pre- 
vention. Then come demonstrations of the re- 
sults obtainable by application of all this knowl- 
edge. This is succeeded by efforts to educate 
the public regarding the advantages and prac- 
ticability of general application. Finally there 
come to the medical profession and the public 
health authorities the opportunity and challenge 
to render a great service to society by accom- 
plishing the control and eradication of the dis- 
ease in question. 

The histories of syphilis and gonorrhea have 
followed this course. Only in recent years have 
the educational efforts attained sufficient head- 
way and extended to a large enough group of 
the population to enable the public health offi- 
cials to begin effective work. Perhaps only now 
in 1926 can it be said that the ground is fully 
cleared for the active participation of the med- 
ical profession as a whole. The profession has 
repeatedly shown willingness to do its part when 
a practical program has been fully developed. 
This program seems now to have been blocked 
out at least as to essentials: 

(1) Every physician should understand the 
problem of combating the venereal diseases. 

(2) He should be equipped to diagnose cases 
of syphilis and of gonorrhea in his field of prac- 
tice, or to secure such assistance whenever the 
presence of these diseases cannot be clearly 
eliminated from his diagnosis. 

(3) He should be qualified to treat such cases 
arising in his practice or arrange for their ade- 
quate treatment. 

(4) He should endeavor to follow up his 
cases to insure their continuous care and super- 
vision until completion of treatment.? 

(5) He should instruct his cases how to pro- 
tect their own families and the community from 
infection by themselves, or make definite ar- 
rangements for their instruction. 

(6) He should cooperate with clinic and hos- 
pital authorities in earnest efforts to secure 
prompt and adequate treatment of all cases dis- 
covered in the community. 

(7) He should likewise cooperate with the 
health authorities in endeavoring to discover and 
correctly diagnose all cases, and to record and 


1. Brunet and Edwards: 
Venereal Disease in Private Practice. 
Hygiene, 12:4, April, 1926. 
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appropriately use data regarding the progress of 
the work for control of these infections. 

(8) As a special measure of exceptional im- 
portance, he should promote the diagnosis and 
treatment of prenatal cases and of infections 
among children and married women. 

(9) He should do his share toward educating 
the people of his community regarding the dan- 
gers and the prevention of venereal diseases. 

(10) He should be interested in research on 
problems of syphilis and gonococcus infections 
related to his specialty, and contribute the data 
collectible from his own practice to the advance- 
ment of medical and sociological knowledge of 
these diseases. 

Under every one of these headings there now 
exist practical measures available for each physi- 
cian who enlists in this battle for another great 
victory over the disease enemies of mankind. 

In this instance, the word mankind may be 
applied literally, for the veneral diseases are dis- 
tributed everywhere among all nationalities, both 
sexes and among all age groups. While this is 
true, it is also true that the period of the great- 
est number of infections is in late adolescent 
and early adult life. Consequently, if we are 
to seek any one point of concerted attack, it 
might well be those cases which occur among 
individuals from 15 to 25 years of age. This 
group is the one most extensively and frequently 
examined by physicians for various reasons: for 
life insurance, for employment, for college en- 
trance, for army and navy service, for admis- 
sion to fraternal orders, and for many other pur- 
poses. It happens too that this group presents 
possibly the least difficulty in arriving at a dif- 
ferential diagnosis and instituting effective treat- 
ment for which the individual or organized busi- 
ness and industry will pay. It is the group 
worth saving from the standpoint of society at 
large and of the race. The challenge lies before 
physicians who conduct all these examinations 
to make certain that syphilis and gonorrhea are 
not overlooked. It may well be that more fa- 
cilities, more assistance, more expense will be 
required, but with the insistent demand of the 
organized medical profession all these things will 
be supplied. One can grow enthusiastic about 
what would happen to the lowering incidence of 
syphilis, for example, if all these opportunities 
for medical examination could be fully utilized 
by the physicians in charge. 

Sir William Osler said: “Know syphilis and 
you know medicine.” This is another way of 
saying “Syphilis is the Great Imitator.” To 
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this fact all the specialties of medicine and sur- 
gery attest. The increasing participation of 
ophthalmologists, psychiatrists, obstetricians, in- 
ternists, and of practitioners in other fields not 
previously interested in the organized campaign 
against this disease has been of great value al- 
ready and can be extended without limit. The 
gynecologists have emphasized gonorrhea as the 
great sterilizer of the race; and to this charge 
may be added the tragic consequences of oph- 
thalmia, pus tubes, peritonitis, arthritic joints 
and other sequelae of the original infection which 
make the gonococcus a close second to the 
spirochete in the extent and variety of its in- 
sidious and disastrous attacks on mankind. Col- 
lectively the practicing physicians in their daily 
rounds of office and bedside visits are in a posi- 
tion to detect most of these syphilis and gonor- 
rhea infections and by teamwork can keep them 
under treatment. From a practical point of 
view the physician’s private patients are vitally 
important to society, because they include in 
their numbers the more successful portion of 
the population, whose illness means relatively 
more serious loss to industry, to homes, to com- 
munity life, than illness of those individuals who 
attend the clinics, or who are found through 
examination of applicants for charity, free lodg- 
ings, or in other similar ways. 

The organized efforts, official and voluntary, 
in behalf of the child and of maternal welfare 
have opened up large opportunities for discover- 
ing venereal diseases, syphilis particularly, and 
for getting both mothers and children under ef- 
fective treatment. The aid of federal bureaus, 
state and local boards of health in confirming 
diagnoses and in supplying drugs and facilities 
for treatment when necessary, together with the 
aid of nursing organizations and hospitalization 
facilities as required, have completed: the es- 
sential equipment for dealing with this impor- 
tant group of the infected population. Com- 
pleted, except for one thing! The medical per- 
sonnel to make it function. This latter per- 
sonnel must be exceptionally high grade, tactful, 
sympathetic and efficient. The call for vol- 
unteers has been urgent, and for special projects 
the response has been most creditable, but the 
medical profession should help the public to un- 
derstand the extent and cost of professional serv- 
ices for this purpose which must be provided 
from public or philanthropic funds. One diffi- 
culty has been that the individual physician has 
devotedly given his services without ever reduc- 
ing them to a remuneration basis or asking pub- 
lic acknowledgment of the sum in the same way 
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a money contributor receives credit for a check 
for the same amount. The public has not known 
how to estimate this, and the medical profes- 
sion has not included such figures in its fee bill 
to guide physicians in estimating their con- 
tributed services. Of course, the service is ap- 
preciated by those who know about it, and the 
physician does not like to place any monetary 
value on his generous gifts of this character. 
But in the interests of equity, all this service 
should be estimated and shown to be required 
as supplementary to the work of private prac- 
titioners in their own practices; only then can a 
community determine what additional personnel 
is necessary to round out a complete service for 
this phase of the problem, 

Periodic health examinations are slowly evolv- 
ing into a useful and practical medical service 
_ for which every physician should be equipped. 
When this finds its proper place in the practice 
of medicine, it will constitute one of the great- 
est weapons against the venereal diseases, par- 
ticularly because of the opportunity it affords to 
detect the “missed cases” and those who at the 
beginning of their infections did not come un- 
der observation of physicians. If this weapon 
is to be used, however, the venereal diseases 
must be given far more serious attention in med- 
ical schools, in post-graduate courses, and in 
special courses for practicing physicians. Ob- 
servation all ever the country indicates that this 
is coming about. 

Perhaps nothing more need be said to illus- 
trate the need for enlisting all physicians in the 
campaign against the venereal diseases. Dur- 
ing the past ten years the organized profession, 
including the American Medical Association and 
its affiliated state associations, has endorsed the 
principles of preventive medicine as applicable 
to these diseases. 

By publications, lectures, symposium discus- 
sions, public meetings, exhibits, the importance 
of applying these principles has been explained 
and advocated. Recently both national and 
state demonstrations of practical details of diag- 
nosis, treatment and public health measures have 
been increasing. This is most significant and 
encouraging. The attention given the various 
phases of the problem at this meeting is an 
illustration. The next step seems to be stimula- 
tion and aid by ‘state associations to county 
societies to include the demonstration material 
in their yearly programs. 

There are various technical and some difficult 
problems to be worked out pertaining to the re- 
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lations of physicians and health officers; the 
payment of physicians for clinic or office service 
for which patients do not pay; the responsibility 
of physicians for reporting their cases or de- 
manding observance of measures for preventing 
the spread of infection from patients under their 
care; and similar questions. None of these, 
however, presents insuperable difficulties, and 
all of them now have a background of extensive . 
experimentation in different parts of the coun- 
try. For a paper of this character these ques- 
tions may be passed over without further com- 
ment, except possibly two or three which have 
claimed a good deal of controversial publicity. 
It is natural that the physician, like the health 
official, should hope for great results from the 
application of a scientifically demonstrated 
technic of preventing the development of infec- 
tion after exposure. Chemical prophylaxis has 
all the laboratory and clinical research founda- 
tion on which so many of our brilliant victories 
over micro-organisms causing diseases have been 
built. To the extent that physicians can apply 
this prophylactic technic themselves within the 
necessary limitations of time to be effective, it 
is a factor in reducing the number of infections 
resulting from exposure. But the practical diffi- 
culty has been that all the thoroughness and 
skill of successful disinfection of wounds are re- 
quired, while neither physicians nor patients have 
generally recognized and acted on this princi- 
ple. Only in armies and navies, where some 
approximation of promptness and thoroughness 
can be enforced, has there been any appreciable 
influence of this procedure on reduction of ven- 
ereal diseases as a whole. Up to the present 
time no civilian measures have been devised to 
insure the effective application of such measures, 
except in private practice or exceptional in- 
stances in industry, where men are isolated or 
under essentially military control for the time- 
being. For success in utilizing this weapon 
against venereal diseases two things are essential 
which are lacking now: first, the medical pro- 
fession must take the same responsibility for 
thoroughness of application which they uncom- 
promisingly advocate and demand for serious 
preventive measures in other dangerous infec- 
tions; second, the practical methods for educat- 
ing and inducing persons exposed to infection 
promptly to seek adequate disinfection must be 
correlated with and in harmony with public 
policy regarding all the factors involved. If 
these conditions are not met, the technic will 
continue to be faulty, actual disinfection will 
not occur and the prestige of scientific medicine 
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will suffer on the one hand, while society will 
fail to reap the benefit it had hoped from lessen- 
ing the burden of these diseases. Physicians 
are familiar with similar situations in many 
fields of medicine. At present we can proceed 
in our attack on cancer only as the public can 
be induced to seek early diagnosis and advice. 
We can hold our ground against smallpox only 
to the degree that knowledge of vaccination con- 
tinues to be applied by the great majority of 
citizens in each generation. So it is with great 
pox, and its associate in the venereal disease 
group; we can make progress only as a balanced 
and sound program is developed, accepted by 
the public and generally applied. At present 
chemical prophylaxis is one of the scientific 
measures against venereal diseases which re- 
mains on the shelf, because all these essentials 
have not been provided. It is, therefore, ex- 
pedient to avoid controversy or undue emphasis 
on its academic value. 

Theoretically, again, it is natural that the 
health officer and court and police officials should 
have invited the medical profession to help ex- 
amine and isolate infected prostitutes, since they 
constitute foci of infection for large numbers of 
persons. Experience, however, has demonstrated 
that no practical way exists to examine effec- 
tively even the women engaged in recognized 
commercialized prostitution; much less to se- 
cure the examination of their male partners and 
of all those engaged in clandestine prostitution. 
Probably no preventive measures in the interests 
of public health, except control of pestilential 
diseases such as plague, have been worked on 
more persistently and with all the power of the 
police and courts to detect prostitutes, compel 
their examination and secure their treatment. 
As a public health measure, the plan does not 
work; and even if adequate technical medical 
requirements could be devised, the confusion of 
police with health department functions and op- 
position to public recognition and promotion of 
prostitution would prevent their effective use 
until a policy sound morally as well as medically 
could be developed. 

One other point on which the trial and error 
method has been necessary in testing out the 
utility of a theoretically sound measure is the 
notification of venereal diseases. There is no 
question as to the scientific value and desirabil- 
ity of the health officer’s ascertaining the preva- 
lence of syphilis and gonorrhea and the foci of 
infection in his jurisdiction. But human beings 
are the carriers and any publicity regarding 
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them would seriously injure their standing in 
the community. Under these conditions the in- 
fected persons and their physicians have de- 
manded before agreeing to notification that the 
health officer show convincing proof that he can 
use such knowledge for the protection of the 
community without damage to the individuals 
reported. This has been difficult to do in a 
convincing manner. The full cooperation of 
patients and physicians and the understanding, 
sympathetic support of the public are essential 
to the full use of notification. These ingredients 
of success have not yet been simultaneously 
forthcoming in most communities. As a transi- 
tional measure, a working agreement has gained 
ground in many states whereby the health offi- 
cer recognizes the physician as his special agent 
who reports each case of venereal diseases by 
number only, so long as the patient satisfies the 
physician that he is observing all the precautions 
necessary to protect other members of the com- 
munity from infection. If the patient does not 
comply with instructions or. fails to continue 
treatment, his name and address are then sent 
to the health officer. This interpretation of 
notification laws gives the health officer the most 
important data which he needs and permits his 
close cooperation with the physicians especially 
concerned in treating venereal diseases without 
pressing: the ‘controversial point of notification 
by name and address. This procedure has much 
to recommend it, and suggests other ways in 
which the health department and the rank and 
file of competent physicians might cooperate in 
dealing with certain other phases of communica- 
ble diseases. Doubtless in the course of time, 
as has been the case with tuberculosis, an edu- 
cated public opinion and a better understanding 
of the problem by physicians, patients and 
health officials will bring about. general notifica- 
tion without opposition. 

A question we need frequently to ask our- 
selves is: what have been the results of the cam- 
paign thus far? Perhaps there is time for a 
partial list of such results. 

The last ten years have seen great strides to- 
ward the development of a practical program. 
In a survey of two hundred and twenty-seven 
cities in 1913, physicians as well as the public 
were found to have little interest in the problem 
of combating the venereal diseases. Only four 
cities had free venereal disease clinics; three pro- 
vided hospital care for dangerous cases; forty-six 
provided diagnostic facilities for syphilis; and 
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only seven made any attempt to study the preva- 
lence and control of the disease by requiring any 
form of notification. By contrast, a survey in 
1923 disclosed that practically all of the one hun- 
dred cities having a population above 70,000 had 
some regulations for notification and showed in- 
creasing use of reports; 82 per cent had free 
laboratory diagnostic facilities; 100 per cent 
provided free clinical treatment to supplement 
the work of private physicians; 65 per cent pro- 
vided hospital or other facilities for isolation of 
dangerous cases; 79 per cent recognized the 
venereal diseases as a major subject in their pub- 
lic health education programs. During the past 
three years replies to annual inquiries show that 
continued progress has been made along these 
lines, and that these statements are largely ap- 
plicable to smaller cities also. In addition to 
national recognition of the venereal disease prob- 
lem, which resulted in establishing the Division 
of Venereal Diseases in the United States Pub- 
lic Health Service, every state has a bureau of 
venereal diseases or its equivalent, or assigns 
special personnel for this purpose to its division 
of communicable diseases; and provides for diag- 
nostic laboratory aid to physicians and institu- 
tions throughout the state. Many states also 
provide drugs and supplies under specified con- 
ditions. Both in private practice and in clinics 
the treatment of syphilis has shown encouraging 
gains in the number of patients who remain un- 
der treatment until discharged. All of the cities 
now have general nursing service for venereal 
disease patients in connection with their hos- 
pitals or clinics. 

Some idea of the relative importance of syph- 
ilis may be gained from the fact that in New 
York State it ranks among the first three or four 
diseases reported; for the years 1921-23 the or- 
der of rank was measles (161,330), pneumonia 
(84,879), syphilis (75,090), tuberculosis (71,- 
356) and scarlet fever (67,728). For the United 
States 200,584 cases of syphilis were reported to 
the state boards of health in 1925, and as might 
have been forecast the reporting of gonococcus 
infection fell behind syphilis with only 165,523 
reported in 1925. Chancroid cases numbered 
6,706. The cost of these cases alone on any 
basis of calculation produces a staggering sum; 
likewise the requests for laboratory diagnostic 
aid are below the expected total, even when the 
same ratio as that for syphilis tests is computed. 
The reasons for this are obvious. However, tak- 


ing the reports as filed, they add enormously to 
the toll of human misery and ill health chargea- 
ble to the venereal disease group. 
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We may point out some other social conse- 
quences of the venereal diseases with their de- 
mands on the public purse. A recent review of 
applications for pensions from public funds in 
Missouri on account of blindness showed the 
venereal diseases in remarkable significance. Of 
about six thousand cases of blindness, 25 per 
cent were attributable to gonorrhea. Almost 10 
per cent were cases of optic atrophy due to 
syphilis, not to mention other eye impairments 
caused by syphilis. Congenital syphilis may be 
the cause of blindness, deafness, deaf-mutism, 
crippled bones, feeble-mindedness, or other dis- 
abling physical impairments, with the accom- 
panying necessity for institutional care. Wasser- 
mann tests in many psychopathic institutions 
have shown between 15 and 30 per cent of the 
inmates syphilitic. A careful study of the Gov- 
ernment Hospital for the Insane led to the con- 
clusion that at least 10 per cent of the insanity 
in the institution is attributable to syphilis. That 
gonorrhea is a frequent cause of blindness is well 
established. Probably 60 per cent of blindness 
from ophthalmia neonatorum is the result of 
gonococcal infection of the child’s eyes at birth. 

Sir Arthur Newsholme? recently pointed out 
that there has been a marked decline in the 
registered mortality from syphilis in England 
and Wales between the years 1901 and 1924, 
and other significant changes. In 1901 the com- 
bined death rate from syphilis and other condi- 
tions caused chiefly by syphilis, namely, general 
paralysis of the insane, tabes dorsalis, and aneu- 
rysm, was one hundred and sixty-six per million 
of population; in 1924, one hundred and eight- 
een per million, a total decrease of 29 per cent. 
The highest point in the death rate was reached 
in 1917 with one hundred and seventy-four per 
million. A remarkable decline occurred between 
that year and 1924 of over 32 per cent. Other 
official figures from government venereal disease 
treatment centers are similarly significant. The 
number of clinics increased from one hundred 
and thirteen in 1917 and one hundred and thirty- 
four in 1918 to one hundred and ninety-three in 
1925, or 44 per cent increase in the latter period. 
The total attendances of patients in clinics were 
nearly quadrupled between 1918 and 1925. Be- 
tween 1918 and 1920 new patients with syphilis 
increased 59 per cent; with gonorrhea, 129 per 
cent. However, from 1920 onwards a steady 
decline in the number of new patients register- 





2. Newsholme, Sir Arthur, M.D., K.C.B.: The De- 
cline in the Registered Mortality From Syphilis in 
England. To What Is It Due? Jour. Social Hy- 


giene, 12:9, December, 1926. 
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ing subsequently occurred for both syphilis and 
gonorrhea. In the year 1925 the trend in num- 
bers of these infections was slightly upward. 
The very important increase in proportion be- 
tween attendances and number of new patients 
points to the conclusion that the decrease of 
patients since 1920 is not due to diminished pop- 
ularity of the clinics, but represents a real dimi- 
nution of disease, and this conclusion is rendered 
inevitable when this decrease is compared to the 
decrease in registered mortality from syphilis. 

After discussing the available data, Dr. News- 
holme says: 

“We may definitely conclude that after 1917 there 
set in a remarkable reduction in the mortality from 
and incidence of venereal diseases, and that this was 
coincident with the initiation of national measures for 
the diagnosis and treatment of these diseases, and for 
associated educational efforts.” 

In the United States, as in England, and in 
other countries, it is not extravagant to forecast 
an accelerating rate of progress in the next ten 
years. And if this proves to be the fact, it is 
probable that the first half of the Twentieth 
Century will have recorded the control of these 
diseases to a point where they may even be con- 
sidered of minor importance in preventive medi- 
cine. At least, these are the possible rewards 
for which society is striving. Whatever degree 
of success is attained, however, can be reached 
only with the full and enthusiastic participation 
of the medical profession. 





CANCER OF THE LARYNX* 


By R. C. Lyncu, M.D., 
New Orleans, La. 


I do not propose to bore you with a long 
dissertation upon the diagnosis of cancer of the 
larynx. For those of you who are not par- 
ticularly interested in laryngology, I should like 
te have you carry home with you one predom- 
inant symptom of cancer of the larynx, and 
that is hoarseness. The hoarseness varies from: 
the least feathering of the voice to aphonia. I 
have been accustomed for many years to think 
of cancer of the larynx as divided into two 
Separate groups: the intrinsic group, that in 


which the cancer is limited to the cartilaginous - 


box, and the extrinsic, in which the growth is 
outside of the cartilaginous box. For the last 





*Clinic, General Clinic Session, Southern Medical 
Association, Twentieth Annual Meeting, Atlanta, 
Georgia, November 15-18, 1926. 
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ten or fifteen years I have been trying to stand- 
ardize my inclination, to obtain the best results 
from operative interference. One of the first 
steps was the regrouping of the intrinsic divi- 
sion of carcinoma of the larynx into three 
phases. The first is the smallest outcropping of 
carcinoma, which it has been my privilege to 
observe twenty-two times in the last fifteen or 
eighteen years, where the tumor varies in size 
from the head of a pin to that of a grain of 
rice. This lesion is a surface lesion and the 
hoarseness which it produces is due purely and 
solely to the mechanics of improper approxima- 
tion of the vocal cords rather than a dysfunction 
from muscular invasion. 


I have operated by means of suspension and 
dissection on this selected group of cases 
twenty-two times in the last fifteen years, with 
the result that 100 per cent of the patients are 
well, without recurrence, from two to fourteen 
years after operation. I hesitated for some time 
before making this statement until I was sure 
that the results would bear out the statement 
before it was made. In this region the carci- 
noma is purely a surface affair and is easily 
amenable to treatment. If you will bear this 
one fact in mind and refer the patients who are 
hoarse for a period of six weeks or longer with- 
out definite cause or definite reason, for critical 
laryngological examination, we can probably in- 
crease the percentage of our patients who are 
well without recurrence. 


In the second group of cases the outcropping 
involves somewhat more of the vocal cord, and 
there is lagging of the cord rather than fixation 
of the chain. Where there is lagging of the 
cord the indication is that the growth has ex- 
tended beyond the mucous membrane and is in- 
vading the muscle tissue. It is in this group of 
cases that the most critical examination must 
be made. For the last five years we have been 
using microscopic magnification of the cord by 
means of the Zeiss binocular loop in the living 
patient to determine, if possible, the extent of 
the invasion of the cord before operative treat- 
ment. A certain group of these patients are 
amenable to dissection by aid of suspension, and 
62 per cent of the patients so selected have been . 
well, without recurrence, for periods of from two 
to fourteen years, 

This same group is amenable to thyrotomy, 
or window resection, depending upon the in- 
dividual’s selection of operative technic. 

The third group where there is fixation of 
the cord, which was considered for many years 
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to be the first symptom of carcinoma of the 
larynx, we now look upon as the terminal diag- 
nostic stage between the intrinsic and the ex- 
trinsic groups. Where there is fixation of the 
cord I feel sure that the indication is that the 
lesion has involved muscle tissue, probably 
perichondrium and cartilaginous tissue as well. 
It is in this group that we have found metas- 
tasis in the lung in five out of sixty patients 
where the tumor was really intrinsic in the 
larynx. Under these circumstances any opera- 
tive procedure on the larynx would be un- 
justifiable. 

I call your attention to this fact that, in going 
over these patients before operation, you may 
not neglect a critical examination of the lung 
to be sure that there are no metastases there. 
Patients with fixation of the chain are can- 
didates for laryngotomy, and it is in this group 
that we have obtained the best results. 

The extrinsic group of cases, in which the 
tumor is outside of the larynx involving the 
laryngeal wall, or partly outside of the cartil- 
aginous box, is multiple carcinomatous, and any 
measure directed to the larynx alone is a local 
means and the results are poor indeed. We se- 
lect for laryngotomy those cases with fixation 
of the cord where the tumor has extended 
through the length of the cord, where the 
patients may have hoarseness, almost an aphonia, 
and possibly some referred pain or earache. 

We have performed laryngectomy one hun- 
dred and fourteen times on the cases selected as 
outlined, with the result that 63 per cent have 
been well, without recurrence, from one year to 
fourteen years. This group of cases has shown 
but one death, and occurred as the result of 
heart block. There have been recurrences in a 
certain number, the recurrences appearing from 
ten months on, but so far our results are 63 per 
cent well, without recurrence. We speak of 
them as well without recurrence instead of 
“cured” in order to get not only ourselves but 
also the patient in the right psychological mood 
for more continuous observation. It is my im- 
pression that cancer is rarely ever cured. One 
never knows that a patient is cured. 


The laryngectomy is not so mutilating as one 
would expect. About 60 to 70 per cent of the 
patients develop a voice which is good enough 
to allow them to associate and communicate 
with their fellowmen and therefore does not 
ostracize them from society. They are happy, 
they are well and they are grateful for being 
relieved of this dreaded disease. 
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The operation is done in one stage in prac- 
tically all instances. With the exception of one 
of my cases, it was done in one stage. A few 
times it has been necessary to do a preliminary 
tracheotomy, but if this is not necessary it is 
not done. We use a method of operation not 
wholly different from those which are described, 
but the technic of the procedure differs here and 
there in its detail. Our great battle, and two 
battles confront us, is the preservation of a 
complete, dry, unobstructed airway. The sec- 
ond is the blocking off of the tracheal end of 
the stump from the mediastinal tissues. Our 
efforts are to free the trachea, lifting it up 
practically out of the wound, and dividing it 
into two parts. When it is divided the trachea 
is pinned with safety pins in the lower edge 
in such a manner as to keep it out of the 
wound, thus avoiding any insufflation of blood 
into the airway. The trachea is then fitted 
snugly with a large rubber tube, and this is 
pinned into it in such a manner that no 
blood can get in from outside. Through this 
tube the anesthetist has full control over res- 
piration and the trachea is entirely out of 
the field of operation. Dissection is carried on 
from below upward, and our next effort is to 
create as small an opening as possible in the 
pharyngeal space, and my impression is that 
the best results are obtained when the epiglottis 
is included in the removal. Those patients who 
retain the epiglottis find less difficulty in de- 
veloping speech, but there are some instances 
where the epiglottis was retained and recurrence 
apparently took place at the stump of the 
epiglottis. For five years we have removed the 
epiglottis in all instances with the larynx in order 
to avoid this possibility. 


634 Maison Blanche. 





TORULA INFECTION. OF THE NASO- 
PHARYNX*¥+ 


By E, Lioyp Jones, M.D., 
Wheeling, W. Va. 


Torula is the name given the pathogenic 
yeasts which closely resemble the oidiomycetes 
(blastomycetes). Of the twenty-one cases re- 


‘ported in the literature, eighteenhave involved 





*Read in Section on Eye, Ear, Nose and Throat, 
Southern Medical Association, Twentieth Annual 
Meeting, Atlanta, Georgia, November 15-18, 1926. 

+From the Department of Oto-Laryngology, Wheel- 
ing Clinic. 
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the cerebrospinal nervous system and have 
manifested symptoms entirely cerebral in char- 
acter. The case reported below is of interest, 
first, because of its rarity, since no case of torula 
infection producing gross destructive lesions in 
the nose or throat alone has thus far been re- 
ported. Secondly, it shows the possible relation- 
ship between a fungus infection in the tonsils 
and nose, and the brain cases. Thirdly, it is 
difficult to differentiate this lesion from the 
lesions of syphilis, tuberculosis, carcinoma, and 
oidiomycosis (blastomycosis); and fourthly, the 
disease has been-invariably fatal in the brain 
and lung cases, whereas my case is now in an 
arrested condition. 


CASE REPORT! 


History —J. S., a white man of 34, was referred to 
the Wheeling Clinic by Dr. E. W. Turner, of Belmont, 
Ohio, November 11, 1924, complaining of deafness, 
tinnitus and difficulty in breathing through his nose. 
There was nothing in the past history that had any 
connection with his condition except an unusually severe 
attack of tonsillitis in December, 1922. The throat re- 
mained irritated for a long time thereafter so that in 
March, 1923, he had his tonsils removed. The right 
fossa did not heal properly. The patient felt that there 
was tonsil tissue left behind. Two months later he 
returned to the surgeon, who loeked at the throat and 
had a Wassermann test made immediately. This was 
negative, whereupon the tissue was removed in a sec- 
ond operation. No study was made of this tissue. The 
tonsillar fossa healed in a short time and gave no 
further trouble. 

In March, 1924, the right ear became deaf. Difficulty 
in breathing through the nose had been present for 
some time previously, but as the onset was insidious 
it had caused little concern. There were several swell- 
ings in the roof of the mouth which made their 
appearance shortly after the removal of the tonsils, and 
as they caused no annoyance they received no attention. 
These swellings became tender and increased in size at 
the time the right ear became deaf.. The left ear be- 
came deaf in August of the same year. 


Examination—A functional test of the hearing re- 
vealed a partial loss of hearing due to pathological 
changes in the conductive apparatus. In the nose the 
posterior end of the septum was so thickened that in- 
spection was impossible beyond the anterior half of the 
nasal cavities. No tonsillar remains could be seen. 
There was a moderate amount of scar tissue in both 
fossae. On the right anterior pillar were two nodules 
about 6 mm. in diameter, slightly elevated. Over the 
soft palate and the posterior portion of the hard palate 
were six similar nodules producing an undulatory ap- 
pearance of the surface (Fig. 1). The mucosa covering 
these nodules was unusually pale, yellowish-white, as 
though an abscess were beneath. The nodules in the 
palate were slightly tender to the touch. No inflam- 
matory reaction was present. There was no evidence 
of any acute infectious process or ulceration. By mirror 
and palpation the soft palate was found to be much 
thickened. Extending upward into the nasopharynx on 
both sides were tumor masses about 2 cm. in length 
attached to the lateral pharyngeal walls with a broad 
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Fig. 1 
Drawing of the throat as seen in November, 1924. 


base just in front of and below the eustachian tube 
orifices and completely blocking off these tubes. One 
of the nodules on the right anterior pillar was removed 
for microscopic study and a specimen of blood was 
taken. General physical examination by Dr. D. A. 
MacGregor was negative. Roentgenograms of the chest 
were negative. The temperature was normal. 


The blood Wassermann was reported one plus, but 
tissue examination revealed nothing suggestive of 
syphilis or tuberculosis. Dr. W. M. Sheppe, the pa- 
thologist, felt that this was a low grade chronic in- 
flammation such as is produced by a foreign body or 
other mild but constant irritant. 


Progress——In view of the blood report the patient 
was placed upon vigorous anti-syphilitic ‘ treatment: 
neo-arsphenamin weekly, mercury by inunction and in- 
creasing doses of iodids. After three weeks of this 
treatment, the nodules became very tender, one in the 
center of the soft palate ulcerated, first as two pin- 
point openings, which rapidly enlarged and penetrated 
the palate. Smears and cultures on blood agar showed 
a few staphylococci and no organisms of Vincent. A 
blood Wassermann at this time was negative as were 
subsequent tests taken at intervals of three months for 
the following two years. By the end of December the 
uvula and central half of the soft palate were missing. 
The edges of the ulceration were composed of gran- 
ulation tissue over the surface of which was much 
thick, glairy, tenacious mucoid material with occa- 
sional yellowish specks which appeared to be pus. 
There was no odor and no bone necrosis. 

In February, 1925, tissue was again removed from 
the edges of the ulceration for study. This report 
stated that numerous large cells were seen, the nuclei of 
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which stained deeply. A section from this tissue was 
sent to Dr. Ewing, of the Cornell Medical School, for 
his opinion as to the neoplastic nature of the lesion. 
Dr. Ewing stated that it was not malignant in character, 
but that it was some form of granulomatous tissue. 
At this time it was suggested that a consultation be 
held. Accordingly the patient was seen by three oto- 
laryngologists, Drs. Fawcett, Hoge and Zuback, and 
one dermatologist, Dr. Howard Phillips. The opinions 
were equally divided as to the lesion’s being carcinoma 
or lupus. In lieu of nothing more definite, the lesion 
was considered as lupus and ultra-violet rays were ap- 
plied. Slight improvement was noted in the course of a 
month over the anterior part where the lesion was 
superficial. But as no progress was seen in the nodules 
in the nasopharynx, the patient was admitted to the 
hospital for thorough cauterization of the area. This 
‘vas done in March, 1925, after first removing as much 
of the masses as possible surgically. These pieces were 
sent to the laboratory for study. The report of this 
examination stated that there were peculiar types of 
cells noted beneath the mucous membrane, and there 
was no definite evidence of syphilis, tuberculosis or 























Fig. 2 
Photomicrograph of the tissue. A, 
within capsule and the retraction band extending 
toward the center; B, budding yeast cells. 


large clear zone 


carcinoma (Fig. 2). While he was still in the hospital 
two weeks later headache, fever and earache made their 
appearance. The ear drums were incised and much 
mucoid material mixed with pus drained for two weeks. 
The spinal fluid was entirely negative at this time. 
April 5, 1925, after six successive daily specimens of 
sputum were negative for tubercle bacilli, it was re- 
ported that yeast cells were noted in each specimen. 
Cultures were then made on lactic acid glucose agar. 
Round, sharply circumscribed, yellowish gray colonies 
developed in thirty-six hours. The surface was smoothly 
contoured, moist and glistening. Smears showed round 
and ovoid yeast cells freely budding. No spores or 
mycelia were noted at this time, or at any subsequent 
time. The cell structure varied from four to nineteen 
microns in diameter. The buds often equalled in size 
the parent cell. The cytoplasm stained lightly with 
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Loeffler’s methylene blue. Polychromatic and dark blue 
granules were scattered irregularly in the cell. There 
was no evidence of ascospores or chlamydospores. No 
fermentation was produced in inulin, lactose or sucrose. 
In glucose a faintly acid reaction was produced but no 
gas in forty-eight hours. The cultural characteristics 
identified this yeast as torula: it reproduced by budding, 
did not form spores, did not produce mycelia or hyphae 
and did not ferment sugars. Considering that these 
yeast cells might be a saprophytic surface infection, we 
made an uncontaminated culture of the living tissues 
by cleansing the surface of one of the nodules and after 
incising the surface, taking scrapings with a curette for 
culture. The organism above noted was grown in pure 
culture. Cultures were made from the aural discharge, 
which showed staphylococci and the same yeast cells. 
White rats were inoculated intraperitoneally with the 
yeast cells. Autopsy on them three months later re- 
vealed small white nodules in the kidney parenchyma, 
from which pure cultures of the organism were obtained. 
The gelatinous capsule was very distinct in these cul- 
tures. The brain, liver and lungs were entirely nega- 
tive. . 

By May, the palate had entirely healed so that there 
were no granulations present. Nodules considerably 
reduced were still present in the nasopharynx, but they 
did not appear to be active. There was still present 
the mucoid discharge (Fig. 3). The ears had returned 





Fig. 3 
Photograph of the lesion taken during the quiescent 
period, July, 1925. 


to normal. The patient gained ten pounds in weight 
and felt well except for the defect in speech from the 
loss of tissue in the palate. 

In December, 1925, the left eustachain tube closed 
and the left side of the palate became tender. The 
patient was put on saturated solution of potassium 
iodid, and the dose was gradually increased up to one 
dram three times a day. There was less tenderness, 
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but the nodules did not decrease in size. On five oc- 
casions between January and May, 1926, the nodules 
were removed and the bases cauterized only to reap- 
pear. There was little effort at healing, but nodules 
appeared where there had been none. The iodids were 


discontinued and the roentgen ray applied in dosage to - 


stimulate fibrous tissue formation. There have been no 
cauterizations in the past seven months. The nodules 
have all disappeared from the margins of the palate and 
in the nasopharynx. The mucoid discharge has ceased. 
The lesion at present is entirely healed as far as can be 
determined by clinical examination. I have considered 
it as arrested, at least until more time has elapsed. 
The patient presented a problem in diagnosis. 
Since the blood Wassermann was slightly pos- 
itive and while we were awaiting the report of 
the tissue examination the lesion was provision- 
ally considered as syphilitic. The rapid breaking 
down under anti-syphilitic treatment, and the 
report of the biopsy ruling out syphilis and carci- 
noma, made this diagnosis untenable. The path- 
ologist was uncertain about tuberculosis or lupus. 
Hence the lesion was considered as lupus, al- 
though it had not all its characteristics. The 
rapid necrosis following the use of the iodids 
made the diagnosis of lupus more likely. With 
this as the second provisional diagnosis, ultra- 
violet radiation and cauterization were carried 
out. The final diagnosis was not made until 
April 5, 1925, when the pathogenic yeast, torula, 
was cultured on lactic acid agar. On reviewing 
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Fig. 4 
Table of collected cases 
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the tissues microscopically the unusual cells 
taken for lymphocytes were identified as yeast 
cells surrounded by a gelatinous capsule. The 
yeast cells in the cerebrospinal fluid from many 
of the reported cases have been mistaken for 
lymphocytes or erythrocytes, 


HISTORICAL 


The pathogenic yeasts were first brought to 
the attention of the medical profession in 1896 
when Gilchrist? described the cause of a certain 
type of dermatitis as due to a yeast termed 
blastomycete. It was not until 1916 that Stod- 
dard and Cutler® reviewed all the cases of so- 
called blastomycosis and isolated four cases and 
added two of their own, in all of which, accord- 
ing to the pathology and bacteriology described, 
they felt that the yeast, torula, was the causa- 
tive organism. Since then the cases have been 
more frequently reported (Fig. 4). 


Atria.—It is not my purpose to review these 
cases in detail, as they all had the chief lesion 
elsewhere than in the upper air and food pas- 
sages. It is important, however, to note the 
frequency with which the central nervous sys- 
tem and lung cases were preceded by infections 
in the ears and pharynx. Acute suppurative 
otitis media shortly preceded the intracranial 
symptoms in the cases of Stoddard and Cutler, 
Bettin® and Wilhelmj.° Ton- 
sillitis preceded the grave 
lesions in the cases of Free- 
man and Wiedman,” Sheppe® 
and the case herein reported, 
A throat culture was positive 
in Turck’s case,!° which also 
showed at post-mortem a 
retro-pharyngeal abscess due 
to the torula. Nasal and 
nasopharyngeal smears were 
positive for torula in the 
cases of Stoddard and Cut- 
ler, Evans'! and Rappaport 
and Kaplan,’? the latter case 
having also a suppurative 
sphenoidal sinusitis due to 
this yeast. McKendree and 
Cornwall’s case’® had had 
repeated pharyngitis pre- 
vious to intracranial lesions. 
In short, there were eleven 
out of the twenty-two cases 
which showed infection in 
the nose, throat or ears. In 
the meningeal cases of Lynch 
and Rose,'* smears from the 
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oro-pharynx were negative as were also smears 
from the tonsils in the case of McGhee and 
Michelson,!® which had a pelvic abscess due to 
torula, in which case the portal of entry was 
probably the cervix. 
no mention is made of studies of the nose or 
throat. 

There have possibly been many cases of in- 
fection by pathogenic yeasts that have gone un- 
diagnosed because the infection was mild. 
Hranova!® cultured the torula from what ap- 
peared to be an ordinary case of tonsillitis. 
Tanner and Dack" stress this point when mak- 
ing smears and cultures from cases that appear 
to be diphtheria. They found numerous patho- 
genic yeasts in such cases and no Klebs-Loeffler 
bacilli. Sheppe presumes that all the cerebral 
cases were infected through the cribriform plate, 
which also presumes a previous infection in the 
nose or throat. 

There is no doubt that the organism has a 
predilection for the nervous tissue as evidenced 
by the predominance of the central nervous 
lesions. More than one strain of organisms 
which answer to the cultural characteristics of 
torula are known. Alvarez!® reported very re- 
cently a hypertrophic condition of the papillae 
of the tongue which was due to a red torula. It 
is likely then that there are strains which have 
an affinity for the central nervous system and 
others that have not. McGhee and Michelson 
suggest two types of infection by the torula: 
(a) the systemic type involving the central ner- 
vous system primarily as evidenced by the great 
number reported; and (b) the local type as 
shown by their case of pelvic abscess, and by 
the case of Brewer and Wood,!® which had an 
abscess of the vertebral muscles, both of which 


were the only cases which did not prove fatal. 


To this latter group might be added the. present 
case. 

An allied condition, oidiomycosis (blastomy- 
cosis), also is seen in systemic forms, pulmonary 
and cerebral and in local types. Dennis,?° in 
1918, reviewed the literature and found but two 
cases, including his own, in which a primary 
localized lesion was found in the upper air pas- 
sages due to the oidiomycetes (blastomycetes). 
C. Jackson”! has added one since. 


Serology.—Reviewing the blood studies in the 
reported cases, it was noted that the blood Was- 
sermann was positive in the second case of Stod- 
dard and Cutler. The Noguchi was positive in 
Rusk’s first case,2* with a very indefinite his- 
tory of syphilis. The spinal fluid in Evans’ first 
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case gave a positive Noguchi; Hansmann’s case”* 
produced a luetic colloidal gold curve. The 
present case produced a one-plus blood Wasser- 
mann by the Kolmer technic, which has since 
been persistently negative along with a nega- 
tive spinal fluid. There is a danger in the 
weekly positive Wassermann as Mitchell?‘ has 
recently mentioned. An error was made here in 
not repeating the blood test before treatment 
was begun. However, arsenic and iodids would 
have been good treatment, at least to be tried, 
had the diagnosis been known to be torula in- 
fection and not syphilis. 


Differential Diagnosis.—The provisional diag- 
noses in the lung and brain cases were invaria- 
bly some form of syphilis or tuberculosis. The 
organisms were found ante-mortem in some and 
post-mortem in others. The organisms so 
closely simulated lymphocytes that they were 
overlooked in several cases at first. The present 
case differs from all the others in that tissue 
containing the organisms was removed and ex- 
amined. Here also the organism so closely 
simulated lymphocytes that the diagnosis was 
delayed. Cultural studies on acid media will 
produce pure colonies when there are contam- 
inants present such as are found in the mouth. 
McGhee and Michelson suggest using a solution 
of sodium hydroxid on the unstained smear to 
remove the leukocytes. The yeast cells then 
stand out in marked contrast to the surround- 
ing debris. Crowell in Jackson’s paper recom- 
mends looking for the blastomycetes in the un- 
stained section of the tissue. 

In the tissue the lesions of oidiomycosis (blas- 
tomycosis) and coccidioidal granuloma resemble 
the lesions of torula. These must be differen- 
tiated by cultural studies. Torula measure from 
2 to 10 microns in diameter, bud in tissue and 
in culture, never form hyphae or mycelia, never 
ferment sugars and never form ascospores. 

Oidiomycetes (blastomycetes) are larger, 
ranging from three to twenty microns in diam- 
eter, reproduce by budding, grow mycelia in 
culture, ferment some of the sugars but never 
form ascospores. 

Coccidioides are double-contoured likewise, 
but are still larger, ranging from three to sixty 
microns in diameter, never reproduce by bud- 
ding but sporulate in the tissue and in culture, 
grow hyphae in culture and ferment sugars. 

Clinically the lesion in the throat must be 
differentiated from the lesions of syphilis, tuber- 
culosis, lupus and carcinoma. 
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The gumma is usually solitary, not painful, 
hard, breaks down and is accompanied by bone 
necrosis and foul odor; and heals with much 
scar tissue. Evidences of syphilis are found 
elsewhere, the Wassermann is strongly positive 
and recovery is rapid under anti-syphilitic treat- 
ment. 

Tuberculosis as a primary lesion in this lo- 
cation is rare. It usually starts as a surface 
lesion, except in the miliary type. It is second- 
ary to grave pulmonary lesions, painful, accom- 
panied by edema and a wide zone of inflamma- 
tion, does not respond well to local measures, 
progresses rapidly. Smears and guinea pig in- 
occulation tests are positive, and the tuberculin 
test, if made, shows a local exacerbation. 

Lupus is usually secondary to a skin lesion 
about the face. It occurs commonly in the 
young, is very indolent, healing in one place 
and breaking down in another, superficial al- 
ways, painless and covered by a characteristic 
exudate. It heals with characteristic scar for- 
mation and responds in a measure to local treat- 
ment, 

Carcinoma is solitary, appears in advanced 
age, starts as a surface ulceration, is due often 
to an irritant, and is accompanied by glandular 
involvement and fixation of the lesion. There 
is a foul odor and the condition is moderately 
painful. Local treatment short of radical sur- 
gery is of little avail. 

Biopsy should be the means of differentiating 
all of the lesions and most certainly carcinoma. 


Treatment.—The treatment of the cases has 
been more or less experimental. Shapiro and 
Neal*> in the cultural studies found acriflavin 
most potent in killing the organism in the test 
tube. Where the organism can be reached this 
may prove useful. The ultra-violet rays as- 
sisted by the cautery made great improvement 
in the surface of the palate in this case, but to 
reach the organistns beneath the surface was a 
more difficult problem. Iodids were used but 
with apparently no success. Dr. Kalbfleisch, 
our roentgenologist, suggested the roentgen ray 
with the thought of stimulating fibrous tissue 
formation. This has apparently been more 
beneficial than any of the previous treatments. 

SUMMARY 

The case reported is that of a destructive 
lesion in the palate and nasopharynx due to the 
yeast, torula, and at present is in an arrested 
condition. 

Lesions by this yeast are rare, most commonly 
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occurring in the central nervous system, and are 
preceded by similar infections in the nose or 
throat. 

The organism must be differentiated from the 
oidiomycetes and coccidioides by cultural studies 
and the gross lesion from lesions of syphilis, 
tuberculosis and carcinoma by biopsy when pos- 
sible. 

Nothing definite has been shown in the way 
of treatment. Roentgen rays are given credit 
for arresting the present case. 


Note.—tThe author is indebted to Dr. W. M. 
Sheppe for all the laboratory studies, for the 
final diagnosis and for valuable assistance in 
securing the literature upon this organism. 
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DISCUSSION (Abstract) 


Dr. J. M. Woodson, Temple, Texas—It is remarka- 
ble that in many of these cases the brain and central 
nervous system only were affected, and there was noth- 
ing in the blood or temperature to indicate the nature 
of the infection. In McGhee and Michelson’s cases the 
blood count ran from 10,000 to 34,000 leucocytes and 
the temperature was 101 to 103°. In Dr. Jones’ cases 
the leucocyte count was only about 7,000 and there was 
no temperature. The ear complications seem to have 
been altogether of an obscure character and. possibly 
had nothing to do with the specific infection. 

Torulae have been found in tumors in which they 
were not suspected, and the question arises whether 
the torula is the exciting cause, or whether the nature 
of the tumor has been so altered by the presence of 
the torula that the real pathology cannot be demon- 
strated. If the brain is to become involved by an in- 
fection like this, it should occur when the infection is 
as Dr. Jones described, in the nasopharynx and the 
nose. 

Dr. Dunbar Roy, Atlanta, Ga—How was the x-ray 
used and applied? 

In the last two years we have been treating cases of 
Vincent’s angina, and even ulcerated tonsillitis and follic- 
ular tonsillitis, and various other conditions, and es- 
pecially eczema of the external ear, with x-ray, 4 to 8 
inch gap, with about 3 mm. of aluminum screen at a 
distance of 17 to 18 inches, and about 8 milliamperes. 
We have been surprised at the results we have gotten 
in Vincent’s angina and in ulcerated conditions in the 
mouth by applying the ray directly upon the lesion. 

The roentgen ray inside the mouth in ulcerated con- 
ditions is exceedingly beneficial and has given me re- 
sults which I have never obtained otherwise. 


Dr. William D. Gill, San Antonio, Texas—Within the 
past six months two patients have entered the Eye, Ear, 
Nose and Throat Clinic at Fort Sam Houston, with 
lesions due to the Torula histolytica. The first, a white 
man, age 26, had an ulcerative cutaneous lesion in the 
preauricular region on each side of the face, which, ac- 
cording to his statement, had been present for twenty 
years, and had at intervals during that time been sub- 
jected to a variety of different treatments without ef- 
fecting a cure. The treatment we employed consisted 
of the oral administration of potassium iodid and gentle 
curettage of the lesions followed immediately with the 
x-ray. The lesions yielded promptly to this form of 
treatment and in six weeks were entirely healed. 

The second was a white girl, age 12, who for two years 
and nine months immediately preceding the onset of 
her illness, had lived in the Hawaiian Islands. She had 
been a frequent sufferer with styes. Three days before 
her initial visit to the Clinic she developed an edema of 
the lids of the right eye and a moderate degree of 
proptosis. An x-ray made at the time of her first visit 
to the Clinic showed the paranasal sinuses to be nega- 
tive. A diagnosis of acute orbital abscess.was made 
and confirmed by operation, about half an ounce of 
thick brownish pus being evacuated. Six days after 
this operation the x-ray showed the right anterior 
ethmoid cells and the right maxillary antrum to be in- 
volved. Because of the child’s critical condition, these 
sinuses were opened. Until this time the Torula histoly- 
tica was constantly present in the blood stream. The 
white blood count averaged around 25,000 during the 
first two weeks of the patient’s illness, polymorphonu- 
clear neutrophils predominating, and the temperature 
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fluctuated between 101 and 103 degrees. Late in the 
illness the patient developed a mild secondary anemia. 
The treatment for the torula infection consisted in ir- 
rigation of the orbital wound and the operated sinuses 
with dilute iodin solution, the oral administration of 
potassium iodid 120 grains daily, the intravenous ad- 
ministration of sodium iodid 15 grains daily, and x-ray 
therapy to the orbit and sinuses at intervals in an ef- 
fort to limit sporulation of the organisms. A close 
watch has been made in this case for evidence of pul- 
monary or central nervous system involvement, but so 
far neither have occurred. The patient has now practi- 
cally recovered except for a small lesion on the lower 
lid of the right eye near the nose. The mechanism 
concerned in the production of torula infection of the 
central nervous system is perhaps similar to that con- 
cerned in epidemic cerebrospinal meningitis, the pri- 
mary focus being in the upper respiratory tract, a 
bacteremia arising from this focus, with subsequent 
localization of the organisms in the central nervous 
system. Early diagnosis is of paramount importance if 
we are to prevent extension to the central nervous sys- 
tem by way of the blood stream. We are, of course, 
dependent upon the bacteriologist for the identification 
of the Torula histolytica in the lesions. I would sound 
a warning note against biopsy for diagnostic purposes, 
as little can be learned from it, and it carries the 
potential danger of breaking down the restraining wall 
of leucocytes and facilitating extension to the central 
nervous system by way of the blood stream. 


Dr. Jones (closing).—I wish to thank Dr. Gill for 
reporting these cases. I hope he will report them as 
torula and not blastomycosis. 

The treatment consisted of both soft and hard rays. 
The soft rays were directed into the mouth: one-fourth 
skin erythema dose, 6 inch gap, 5 milliamperes, no 
filter at 20 inch distance. This dose was repeated three 
times during a period of six weeks. 

The harder radiation was given from each side of 
the neck, one week apart. The dosage for each field 
3 inch by 3 inch area was 1-5 skin erythema dose, 140 
kilovolts, 5 milliamperes, 20 inch distance and using 0.5 
mm. copper plus 1.0 mm. aluminum as filter. 





ROENTGEN-RAY FINDINGS IN CHESTS 
OF ASTHMA PATIENTS* 


By Wi.us F. Manctes, M.D., 
and 


S. J. Hawtey, M.D., 
Philadelphia, Pa. 


The wealth of literature which has appeared 
on bronchial asthma in recent years contains 
relatively few articles upon the pathological 
findings in that disease and less upon the roent- 
gen-ray findings. This is not remarkable in view 
of the striking advances in the field of allergic 
phenomena. However, there is a fairly large 





*Read in Section on Radiology, Southern Medical 
Association, Twentieth Annual Meeting, Atlanta, Geor- 
gia, November 15-18, 1926. 
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percentage of cases which are not protein sensi- 
tive or which fail to respond to desensitization 
procedures. 

Clinical study has revealed a number of as- 
sociated and apparently causative conditions 
within the chests of patients suffering with 
bronchial asthma. Blumgarten’ states that a 
careful study of so-called idiopathic asthma will 
reveal in a great many cases some underlying 
organic lesion hidden under the physical signs 
of asthmatic attacks. He illustrates his state- 
ment with cases in which he has found bronchial 
asthma secondary to aneurysm of the aorta, 
carcinoma of the lungs, myocardial insufficiency, 
generalized arteriosclerosis and pulmonary tuber- 
culosis. The patient who had carcinoma of 
the lungs had been treated for ten months for 
asthma. Huber and Koessler” also mention a 
case of carcinoma of the lung with asthmatic 
symptoms. Rackeman? cites a patient who was 
referred to him for asthma who had a tumor, 
probably luetic in nature, which, arising in the 
bronchial mucous membrane, was large enough 





Fig. 1. General peribronchial thickening. 
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to obstruct breathing. In 
the same study he found 
one with lung abscess. 
Kamchorn and _ Ellis,‘ 
while drawing the conclu- 
sion that “the histology 
of the bronchi does not 
explain the course of 
bronchial asthma,” give 
autopsy findings in an 
asthmatic as follows: 
“Left pleural cavity oblit- 
erated by adhesions. Left 
lung collapsed to one-half its 
normal size. Bronchial mu- 
cosa pale. Bronchioles de- 
squamated, replaced by mono- 
nuclear leucocytes. Vessels 
intensely hyperemic. No evi- 


dence of fibrosis of the 
bronchial walls.” 


Bronchiectasis is men- 
tioned as a concomitant 
of asthma by Harkavy® 
and Peshkin.® 


Huber and Koessler? 
in a pathologic study of 
asthma make the state- 
ment that bacterial infec- 
tion may lead to bronchial 
stenosis. This produces 
obstruction of the bronchi 
with accumulation of ex- 
udate, injury to the bronchial walls, ana a long 
series of events leading to the introduction of 
allergic phenomena from the absorbed products 
of bacterial decomposition in the retained secre- 
tions. They examined six cases at autopsy, with 
the following findings: 

“Thickened walls of the bronchial arteries, adhesive 
pleuritis, calcification and ossification of the bronchial 
cartilages, consolidated areas of pulmonary tissue, cell- 
lular infiltration of the bronchial walls, occlusion of the 
smaller bronchi by cellular exudate and hypertrophy of 
the mucous glands, and cellular infiltration of the 
bronchial walls.” 

Findings of enlarged tuberculous tracheo- 
bronchial glands are given by Peshkin and Fine- 
man,’ Peshkin® and Rackeman.2 Peshkin and 
Fineman further state that this condition is 
probably commoner than one is led to believe 
from the American literature. 

Some form of pulmonary tuberculosis is fre- 
quently mentioned.! ® ® #° 11 Ratner! describes 
two cases of general miliary tuberculosis in 
which asthmatic attacks were striking symptoms. 
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Fig. 2. 


Both cases presented tracheo-bronchial glands 
enlarged to such an extent that they obstructed 
breathing. Rackeman, out of six hundred and 
forty-eight cases, found eleven with chronic pul- 
monary tuberculosis. 

A number of writers indicate that the onset 
of the asthma followed an acute respiratory in- 
fection, of which many were influenzal.5 Seven- 
teen of Rackeman’s® series of six hundred and 
forty-eight fall in this class. Stirling'* in a se- 
ries of eighty found thirteen to have had such 
an onset. Chant! gives 35 per cent as having 
had pleurisy or pneumonia previous to the onset 
of asthma; Buffalini,’ fifteen in a series of 
twenty-two. 

Crouch and Forney" describe thirteen cases 
of asthmatic bronchitis examined by x-ray, all 
of which presented increased bronchial shadows, 
hilus thickened on one or both sides, mediastinum 
broadened and several with a notch on the 
aortic arch. Of these thirteen, one had aneu- 
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Chronic infections process, both lower lobes, bronchiectasis. 


lesions we find. 
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rysm, two tuberculosis, 
two cardiac disease, in 
addition to the asthma. 
Harkavy presents nine 
cases, all of which showed 
unresolved pneumonia in 
one or both lower lobes. 
He believes that unre- 
solved pneumonia is much 
more common than is 
supposed. 

We were led to take an 
interest in this subject, 
first, from the fact that a 
great many patients were 
coming to the x-ray de- 
partment with a clinical 
diagnosis and history of 
asthma; second, because 
a large percentage of 
these cases showed defi- 
nite evidence of organic 
lesion in some portion of 
the thorax; third, because 
an appreciable number of 
foreign body cases have 
been treated at one time 
or another for asthma; 
and fourth, for the reason 
that we have not found a 
sufficient amount of at- 
tention given to the sub- 
ject in the x-ray litera- 
ture of the last decade. 


Our present report is not only a preliminary 
report, but is limited to the study of the thorax, 
even though many of the cases studied had 
radiographic evidence of disease in other parts 
of the body, such as dental infections, sinus or 
mastoid disease, etc. We are not attempting to 
demonstrate a new method of making a diag- 
nosis of asthma, nor even assuming in the least 
any controversial attitude with regard to the 
question as to whether asthma is a disease or a 
symptom complex, or the cause or effect of the 
Rather it is our desire to 
record the radiographic findings, as we see them, 
in a considerable group of cases, and to stimu- 
late the interest of radiologists and clinicians 
in the subject. If radiographic study is not an 
essential aid to the diagnosis of asthma, the 
symptom complex, we feel that it is a very defi- 
nite help in determining the presence, absence 
or extent of organic disease that may have a 
very definite influence on the number and 
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severity of the asthmatic 
attacks, and lead to a 
beneficial plan of treat- 
ment. Also the radiologic 
study is of great value in 
making a reasonably ac- 
curate ante-mortem clas- 
sification. 


Then, too, some acute 
infectious disease is so 
frequently an etiological 
factor that we should 
anticipate or expect that 
radiographic study would 
be of value to show the 
complications and seque- 
lae that are frequently as- 
sociated with acute in- 
fectious disease in the 
lung. 

The cases included in 
this study are made up of 
two groups. In group 
one are the patients who 
came from the Depart- 
ment for Diseases of the 
Chest, from the Medical 
Dispensary, and many of 
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them from Dr. Jackson’s Fig. 3. Tuberculosis, upper lobes, probably inactive. 


Bronchoscopic Clinic, 

which were not foreign body cases. Group one 
also includes forty cases which were sent from 
the Asthma Clinic, because there were physical 
signs suggestive of organic disease. 


Group two came from the Asthma Clinic at 
our request, and we asked especially for patients 
in whom there were no physical signs of organic 
disease, or in whom the Clinic would expect no 
diagnostic aid from the ray examination. 

In group one, of eighty-eight cases, the radio- 
graphic findings were as follows: 


(1) General peribronchial thickening.......... 24-27 per cent 
(2) Chronic lower lobe infection (includ- - 

ing diaphragm adhesions).................. 29-33 per cent 
(3) Tuberculosis 16-18 per cent 
(4) Heavy root structures.............2....-...- 13-15 per cent 
(5) No radiographic evidence of disease.... 6- 7 per cent 





In group two, the radiographic findings were 
as follows: 


(1) General peribronchial thickening.......... 18-26 per cent 
(2) Chronic lower lobe infection 7-10 per cent 
(3) Tuberculosis , 12-16 per cent 
(4) Thickened root structures...................... 6- 9 per cent 
SRE i 2 aM SSR da aL le 5- 7 per cent 











2- 3 percent 


(6) Emphysema 
19-28 per cent 


(7) No findings 





Taking the two groups, the findings are as 
follows: 


General peribronchial thickening.................. 42-27 per cent 
Chronic lower lobe infection.......................... 36-23 per cent 
TUDEICUIONS: 00. Seatac ig ata 28-18 per cent 
LL Re, ES EARS ROSS US SPORE AES, RPM eB 19-12 per cent 
ie Ty BR 2, Sane San aS IS SMe Pa Soe 5- 3 per cent 
BT) 11 SO a a ESC eae A 2- 1 per cent 
NI SRI 8 ore ea nares eels 25-16 per cent 


While a comparison of these two groups is 
somewhat interesting, yet it must not be taken 
as an index of diagnostic precision from the 
viewpoint of physical diagnosis, clinical diag- 
nosis, or radiographic diagnosis. And it must 
be emphasized that the radiographic findings 
are not in any sense or degree an index to or an 
indication of the allergic phenomena which, after 
all, is the most important consideration for the 
patient who has the true classical asthmatic at- 
tack. On the other hand, there are many cases 
in which the dyspnea and attacks resemble true 
asthma so closely as to lead to a clinical diag- 
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Fig. 4. Heavy root structures. 
nosis of asthma, and this prevents further effort 
which might lead to organic diagnosis and suc- 
cessful treatment. This has been many times 
the case in patients having bronchial or esopha- 
geal foreign bodies. Then, too, it is probable, 
as Huber and Koessler? believe, that the ab- 
sorbed products of bacterial decomposition may 
be the cause of the allergic phenomena, so that 
for many reasons the radiographic diagnostic in- 
formation should be considered valuable. 

We must now qualify and describe the radio- 
graphic evidences of disease that we have listed. 
In doing so, we admit that many of you might 
classify our cases differently. It is conceivable 
that the percentages might vary greatly, espe- 
cially in the cases which show general peri- 
bronchial thickening, root thickening, or even 
in the cases that we have listed as tuberculous. 
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Radiographic interpreta- 
tion is to a great extent 
an individual reaction. 
This sort of personal va- 
riation is found in others 
of the precise branches of 
medical science. But we 
believe that any or all of 
you would admit the evi- 
dence of some sort of dis- 
ease or tissue change in 
all of the cases we have 
listed as showing organic 
change, and you might 
include among these some 
of the cases that we have 
listed among those show- 
ing no radiographic evi- 
dence of disease. 


(Fig. 1). General peri- 
bronchial thickening is a 
condition in which the 
radiographic shadows of 
the bronchi are increased 
in length, thickness and 
density throughout the 
entire chest. The distri- 
bution is even. There 
may or may not be mark- 
ed thickening at the roots 
of the lungs. The bronchi 
are not straightened out 
and rigid in appearance, 
as we commonly see them 
in cases of peribronchial 
tuberculosis where fibrosis 
becomes well established. The parenchymal por- 
tions of the lungs are usually clear. Many of 
us have associated this appearance with chronic 
bronchitis, which it is, rather than with asthma, 
which may also be present. 


(Fig. 2). Chronic infection in the lower 
lobes includes adhesions involving the diaphragm 
on one or both sides. In the vast majority 
of these, there is a more or less extensive 
bronchiectasis and in others destruction of lung 
tissue and fibrosis. Diaphragmatic adhesions 
vary in extent. This series does not include 
proven foreign body cases, but we believe that 
more than a few of them are of the aspiration 
infection type. The list might have been greatly 
enlarged if we had included all the foreign body 
cases that, at one time or other, had a diagnosis 
of asthma. 
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Fig. 5. Emphysema. Chest is barrel-shaped. 


There are a number of obstacles in the way 
of easy interpretation of radiographic shadows in 
the lower chest. Many of the asthma cases are 
short and stout, or, at least, stout, with thick 
chest walls, high diaphragms and transverse 
hearts, and added to these, in the female, the 
breast tissues help to make good radiographic 
results difficult. In some cases the heart action 
is sufficiently violent to move the lung tissue 
near it and cause a blur in the shadows. In 
other cases the lesion is mostly behind the heart 
and obscured by its shadow. In cases with 
marked ptosis of the diaphragm and _ vertical 
heart, one sees an increased amount of bronchial 
shadow and may be misled. And then there is 
quite a variation in the normal in this region. 

The radiographic evidence of bronchiectasis 
was described and classified very well by A. B. 
Moore!” some years ago. One is justified in 





making such a diagnosis 
from the presence of 
small masses of exudate 
and heavy _ bronchial 
shadows. In some in- 
stances!® one actually sees 
evidence of small or 
larger cavities. And now, 
by means of the injection 
of iodized oil, after the 
aspiration of exudate 
through the bronchoscope, 
one is able to demon- 
strate the actual extent 
of the lesion. In fact, 
most of the conditions 
that we demonstrate 
radiographically can be 
seen also by direct vision 
through the bronchoscope. 


(Fig. 3). It is hardly 
necessary for me to de- 
scribe here the radio- 
graphic evidence of tu- 
berculosis shown in these 
cases. We must say, how- 
ever, that in some of the 
cases the involvement was 
slight and apparently 
completely healed. In 
others the lesion, though 
very extensive, was either 
not recognized clinically 
or was thought to be of 
minor importance. In a 
few instances there was 
evidence of tuberculosis in the apices, and a 
rather extensive bronchiectasis in the lower 
lobes. In one tuberculous case there was also a 
fairly advanced anthracosis. 


(Fig. 4). Thickened root structures, as 
shown radiographically, are also variable in the 
normal, and we know that many persons have 
abnormally heavy root shadows without having 
asthma; but we believe that the same degree of 
radiographic enlargement and density in differ- 
ent patients may be associated with vastly dif- 
ferent pressure or inflammatory effect. In some 
of the cases the thickening is due to glandular 
enlargement, while in others one gets the im- 
pression that there must be inflammatory thick- 
ening in the bronchial, peribronchial and peri- 
glandular tissues. It was difficult to classify 
some of this type because of associated general 
peribronchial thickening. 
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Fig. 6. Gold collar button in esophagus. 
asthma. 

We have classed as enlarged heart only such 
cases as show at least a 25 per cent enlarge- 
ment over the average normal, and we are not 
prepared to discuss the importance of the find- 
ings. 

(Fig. 5). Many of the cases showed evi- 
dence of emphysema, but there were two in 
which there was no other sign. 

Of the twenty-five cases which we class as 
negative findings, a number may later go into 
another class when we obtain better radiographs. 


(Fig. 6). While we have not included foreign 
body cases in this series, it is of the utmost im- 
portance that we emphasize the frequent asso- 
ciation between foreign body and the clinical 
diagnosis of asthma. 

In 1918 Dr. Jackson*® described the ‘“asth- 
matoid wheeze” as a diagnostic sign of foreign 
body in the trachea and bronchi, and cited a 
number of cases in which the sign was present. 
We know that this sign alone has led to the 
erroneous diagnosis of asthma in many cases, 
and even in cases of foreign body in the eso- 
phagus where the foreign body had produced an 
esophago-tracheal fistula, or by peri-esophageal 
swelling caused narrowing of the tracheal lumen. 


SUMMARY 
Comparatively little has been reported con- 


Present about eight months. 
Collar button cut through esophagus into trachea, producing a fistula 


Treated many weeks for 


cerning the roentgen ray study of patients suf- 
fering with asthma. 

In a very large percentage of such patients, 
there are tissue changes that can be demonstrated 
by means of the roentgen ray, and this is the 
best source of information short of the autopsy 
table. 

The roentgen ray study does not in any sense 
take the place of investigation from the view- 
point of allergy, or minimize the importance of 
this inyestigation. 

The extent and character of tissue change or 
evidence of infection should be taken into con- 
sideration from the viewpoint of treatment. 


The question of foreign body should be kept 
in mind, especially in children. 
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DISCUSSION (Abstract) 


Dr. Harry S. Bernton, Washington, D. C—I should 
like to ask Dr. Manges how many of his cases were 
children. We have been led to believe that enlarged 
peribronchial lymph glands may cause obstruction to 
respiratory movement, and even a certain amount of 
wheezing. Nevertheless, in cases of malignancy of the 
lung or in Hodgkin’s disease or in cases of aneurysm, 
when there is enough pathology in the chest to cause 
trouble, it is astonishing how rarely asthmatic symp- 
toms are observed. 

I am particularly interested in this phase of the 
question because many children with asthma are told 
to apply for x-ray treatment to reduce the glands. In 
early childhood there is a hyperplasia of the lymph 
nodes throughout the body. 

I was very happy to hear what the Doctor said about 
the diagnosis and treatment of asthma from an x-ray 
standpoint. I do not agree with his interpretation of 
inspiration asthma. Are we to understand that foreign 
material, such as pollen grains, horse dander, or other 
animal emanations, are aspirated into the lung? Foreign 
bodies are usually retained in the nasal mucous mem- 
brane and are prevented from entering the lungs by 
ciliary activity. Our interpretation is that the material to 
which the asthmatic is sensitive is dissolved in the 
tissue juices of the nasal mucosa and that the solution, 
circulated by the blood stream, acts directly on the 
bronchial structure or indirectly through the central 
nervous system. 

I do not believe that inspiration asthma is caused by 
bacteria. The disease is primarily a spasm. of the 
smooth musculature which compresses the small veins 
and lymph yessels in the bronchioles. Consequently 
there is a transudate of serum and hypersecretion of 
the glands of the lining epithelium. This condition 
leads to a narrowing of the lumen of the air passages 
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and to obstruction to the passage of air. Bacteria are 
as a rule found within the bronchiolar secretions which 
are eventually expectorated after great muscular effort. 
Convincing evidence that these bacteria are capable of 
producing bronchial spasm is still lacking. In malignant 
disease and in the various ulcerations of malignancy, 
bacteria are inevitably present. Does any one presume 
that these bacteria are the cause of malignancy? They 
are simply concomitants. 


Dr. Ray M. Balyeat, Oklahoma City, Okla—Very 
few people who develop their asthma in childhood be- 
come cases of open tuberculosis later in life. The 
cases of asthma associated with tuberculosis are uswally 
found in people whose asthma began after they were 
twenty years of age. They are the cases whose protein 
hypersensitiveness developed after they were open cases 
of tuberculosis. Walker, of Boston, several years ago 
reported sixteen hundred cases of asthma with which he 
found associated only four cases of tuberculosis. Tuber- 
culosis does not develop in cases of true asthma that 
begin in the first decade of life, because the lung is 
congested much of the time from the asthmatic condi- 
tion, and under such conditions the tubercle bacilli do 
not live and thrive well. Dr. Manges reported 18 per 
cent of his cases as tuberculous. Were those 18 per 
cent actually open cases of tuberculosis with tubercle 
bacilli in the sputum, or were they considered tuber- 
culous from an x-ray standpoint? I should also like to 
know whether these cases were well up in years when 
their asthma began, or whether it began in the first 
two décades of life. 


Dr. J. H. Edmonson, Birmingham, Ala—Very little 
is known of the pathology of asthma. As Dr. Manges 
says, the only investigation of any note has been by 
means of the x-ray. His paper emphasizes the ac- 
cumulation within the lung from a mechanical stand- 
point as a causative factor in bronchial spasm. Sec- 
ondarily, in the susceptible, the biochemical effect is 
manifested as an allergic reaction from absorption. 


Dr. W. P. Whittington, Asheville, N. C—Dr. Manges 
has demonstrated that there is a definite pathologic 
condition in almost every case of well developed asthma. 
This paper and other papers of members of the Asso- 
ciation, it is hoped, will develop things of great im- 
portance in the study of asthma. 


Dr. Manges (closing).—I did not read the brief sur- 
vey of the literature which I have brought with me, 
but would like to refer to just one thought in it. 
Huber and Koessler in a pathologic study of asthma 
made the statement that bronchial infection may lead 
to asthma. They try to explain even the allergic 
phenomenon and true asthmatic syndrome on the basis 
of absorption from the infected area. That is my own 
impression, and is perhaps enough reason to warrant 
this study. Some form of pulmonary tuberculosis is 
frequently mentioned in asthma, and there are nu- 
merous references to it in the literature. Ratner de- 
scribes two cases of general miliary tuberculosis in 
which asthmatic attacks were frequent. Those cases 
presented enlarged bronchial glands that obstructed 
breathing. Rackeman found eleven cases of asthma 
with pulmonary tuberculosis. 

I cannot tell how many of my cases were children. 
I have not analyzed the group of patients from that 
point of view. I have tried to impress upon you that 
my only object in this paper is to show that there is 
radiographic evidence of changes in the. tissues of the 
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chest in an extremely large number of asthmatic 
patients. 

You have misunderstood me. There is no aspira- 
tion asthma. There are large numbers of patients who 
have aspiration infection. Food, dust, anything that 
goes down and does not come out will. produce a 
mechanical irritation in which bacteria will thrive. 
That is what I meant by aspiration infection. We 
have one case without any history of a foreign body 
in which the radiograph was so typical that I voiced 
the opinion that there was a foreign body. Not until 
after the eighth treatment did the bronchoscopist see a 
tiny black spot and pull out a timothy head. When 
the infection is absolutely one-sided and at the base of 
the lung, then you ought to have some very strongly 
suggestive history to account for it, or suspect that 
there is a foreign body. 

So I have not said aspiration asthma. I have said 
that many basal infections are aspirations, others are 
the result of pneumonia, others are the result of in- 
fluenza. A large number of cases have asthmatic at- 
tacks following an acute infection, such as a cold, in- 
fluenza or pneumonia. In fact, there is one small list 
of infections in which nearly all the asthmatic cases 
that were studied were unresolved pneumonia cases. 

Dr. Balyeat said he felt that when children have 
asthma they rarely ever develop tuberculosis. That is 
possibly true. I did not show the group of tuberculous 
patients with the idea of demonstrating the cause of 
the asthmatic attacks. The patient may have had a 
healed tuberculosis before he contracted asthma. I 
merely showed that there is this change in the lung. 
If one pays attention only to the asthmatic syndrome, 
he is certainly not doing his best by his patient. Some 
cases may be very definitely active tuberculosis with 
bacilli in the sputum; others are not. 

Perhaps some of my cases under certain circumstances 
would not finally be classed as asthmatic. I think it is 
fair for us to take in our study the patients who are 
being treated by reputable physicians for this disease 
and to accept them.as clinical diagnoses. That I have 
done. Not all of these cases have come from the 
Asthma Clinic. 

We hope from the radiographic study of large num- 
bers of asthma cases to modify the treatment to benefit 
those who are suffering with chronic active infections 
and extensive tissue changes, who are not affected by 
allergic medication. 
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Since the paper published by Sicard and 
Forestier, in 1922, describing the use of iodized 
oil in pulmonary diagnosis, radiologists all over 





*Read in Section on Radiology, Southern Medical 
Association, Twentieth Annual Meeting, Atlanta, 
Georgia, November 15-18, 1926. 

tFrom the Chest Service and X-Ray Department, 
Washington University School of Medicine. 


SOUTHERN MEDICAL JOURNAL 





February 1927 


the world have become much interested in the 
procedure. Americans have been rather slow in 
adopting this method, but in Europe and South 
America so much good work has been done that 
its great value is established. 


In this country Pritchard,? Ballon,? Jackson‘ 
and Iglauer,> among others, have published in- 
teresting observations on the use of this oil. For 
its introduction into the respiratory tract, sev- 
eral methods have been described. They are 
the following: 

(1) After local anesthesia of the tissues over 
the trachea below the level of the thyroid car- 
tilage, a needle-shaped trocar is introduced di- 
rectly into the trachea. When the passage of 
air through the tube is noted, warm iodized oil 
is introduced under considerable pressure. 

(2) Under direct laryngoscopic view, a 
tracheal catheter is introduced between the vocal 
cords after-the pharynx and larynx have been 
made anesthetic by a 20 per cent: solution of 
eucain and the oil is injected. 

(3) Through the bronchoscope it is intro- 
duced directly into the lung, with anesthesia, the 
preparation being the same as for bronchoscopy. 

(4) With preliminary morphin narcosis and 
local anesthesia of the pharynx, larynx and 
trachea under direct laryngoscopy, a catheter is 
introduced between the cords and the oil 
flows in. 

(5) Iglauer uses an ingenious special intuba- 
tion tube, so connected that there is a one-way 
flow of the oil. 

(6) By far the simplest and easiest method 
of introducing the oil is that described by one 
of the authors (Singer®), suggested by the work 
of Lian.? No anesthesia of any kind is neces- 
sary in most cases, but in the nervous individual 
local anesthesia of the pharynx is helpful. The 
patient is placed on the affected side, with the 
tongue protruded as far as possible and held by 
means of a towel in the operator’s hand. A 
straight cannula, attached to a Luer or Record 
syringe of 10 to 20 c.c. capacity, is introduced 
toward the base of the tongue (Fig. 1). When 
the tip has reached the lowest point possible, 
the oil is slowly discharged. It flows through 
the larynx into the trachea and thence into the 
bronchial tree. It is essential that the oil be at 
body temperature. A summary of instructions 
is appended. 

In our experience, the presence of iodized oil 
in the respiratory tract is harmless. Such ill 
effects as may arise are to be attributed to the 
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method employed in its introduction. In our 
hands these are eliminated. 


The question naturally arises as to the dan- 
ger of iodism occurring subsequent to the em- 
ployment of bronchography. In the respira- 
tory tract it seems that the iodin and oil are 
too closely combined chemically to allow the 
freeing of a sufficient amount of the former 
to give rise to either local or general symp- 
toms. In the alimentary tract, on the other 
hand, this is not the case. Through digestion, 
enough iodin is freed for iodism to follow, 
should the oil be present in sufficient quan- 
tity. With our system of administration, 
iodized oil may and occasionally does enter 


)’__the stomach. Its presence there is promptly 











Fig. 1 
Illustrating injection of lipiodol. 


Fig. 2 
Lipiodol injection into both lungs at the same 


R. S., taken May 28, 1926. 


detected because of the immediate x-ray pro- 
cedure. When the opaque oil is found there, 
if voluntary emesis is impractical, resort 
should be had either to lavage or to the ad- 
ministration. of a large dose of castor oil. In 
our experience, however, iodized oil has fre- 
quently found its way 
into the stomach, and 
there has never been any 
effect from it. The ques- 
tion is dealt with because 
of its theoretical rather 
than its practical import. 


The use of iodized oil 
in bronchography closely 
parallels the employment 
of opaque artificial con- 
trast media in the study 
of hollow structures, 
whether natural or ac- 
quired. Any differences 
that may exist are to be 
ascribed to the particular 
anatomical nature of the 
respiratory tract, and in 
no sense to any funda- 
mental divergence of un- 
derlying principles. Ap- 
plied to hollow structures, 
contrast media are capa- 
ble of demonstrating the 
following: size, form, out- 
line and space relations. 

For practical purposes 
the respiratory tract may 
be described as a com- 
pound system of tubes 
with blind terminations. 





This shows a normal distribution. It is therefore particularly 


Patient sitting upright. 














Fig. 3 
I. B., taken January 14, 1926. 


lipiodcl, while middle and upper lobes show normal bronchi. 
of the double arrow is the line of the lung showing compression by 


pneumothorax. 


suited to study in relation to the physical 
factors enumerated. In the ‘normal sub- 
ject (Fig. 2), bronchography outlines the 
trachea, its bifurcation, the main bronchus, and 
in descending scale in size, the tubes and their 
branching, until the limit of visibility is reached. 
The appearance of the tubes is so sharp as to 
resemble closely a cast. Shortly after the iodized 
oil has reached the lesser tubes, or, if coughing 
or other sudden increase of intrabronchial 
pressure occurs, the invisible lung spaces, 
bronchioles, and possibly alveoli, fill.and there 
takes place a phenomenon which may be called 
dispersion. The result is a diffuse, poorly de- 
fined area of density presenting no detail. This 
is possibly a localized “drowning.” Such areas 


clear in a short time, and they have originated 
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no ill effects. Despite 
this, however, iodized oil 
or any other liquid should 
be limited as to quantity 
if instilled deeply into the 
lung. For this reason, 
and the additional one of 
avoiding excessive super- 
imposition of dense 
bronchial tubes, which 
renders interpretation 
difficult, it is desirable to 
study the lungs in detail. 
Not only each lung is to 
be examined separately, 
but also each lobe, lower, 
upper and middle. In 
fact, the disposition of 
the main bronchi and 
gravity enforces this 
method. 

With the subject sit- 
ting erect, the iodized oil 
flows into the right 
bronchus rather than the 
left. Should the reverse 
be found, there exists an 
abnormality of the left 
main bronchus, an ex- 
planation of which is to 
be sought. Generally in 
this position there is 
enough flow of the oil into 
the medial descending 
bronchial branches to vis- 
ualize them equally on 
the two sides. For: in- 
vestigation of the lower 
lobe on one side, the patient is inclined to that, 
side, so that its main bronchus is assured of be- 
ing lower than its fellow. If the middle lobe is 
to be investigated, the subject lies horizontally. 
The upper bronchial branches are delineated by 
instillation with the subject lying on the side; 
when the necessary amount of oil has reached 
the trachea, the head is lowered. For obvious 
reasons, the filling of the upper lobe tubes is 
never so satisfactory or complete as the lower. 

The inflow of iodized oil should be observed 
fluoroscopically. Since for complete study films 
are necessary in bronchography, the observation 
is to be carried out rapidly in order that dis- 
persion may not take place before they are 
made. It is best that not more than ten minutes 
elapse between the ingress of the oil and the 
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to our diagnostic arma- 
mentarium. Where for- 
merly reliance was placed 
on radiographs present- 
ing infiltrations of vary- 
ing degrees, sizes and dis- 
tribution, wholly lacking 
characteristics, and often 
concealed by the heart or 
other density, we now 
have with this method 
striking and _ conclusive 
findings on x-ray exam- 
ination (Fig. 3). Not 
only can the presence of 
bronchiectasis be deter- 
mined, but also its extent, 
distribution and _ type. 
With this information at 
hand, the decision as to 
choice of treatment, sur- 
gical or otherwise, can be 
made with certainty. 


Pulmonary Abscess.— 
Unless there exists lique- 
fication and a bronchial 
fistula permitting some 
degree of evacuation of 
its contents, the determi- 
nation of the presence of 
lung abscess by radiog- 


J. T., taken February 17, 1926. Shows the right lung mapped out by iodized raphy is impossible. Con- 


oil, with a negative shadow which is interpreted as pulmonary tissue 


without open bronchi (inflammatory tissue). 


making of the film. It is scarcely necessary to 
state that a preliminary film is essential. 


Bronchography with iodized oil delineates 
more or less perfectly the physical factors men- 
tioned above, as they are related to the normal 
bronchial tree. It follows that deviations from 
the normal are equally well demonstrated. This 
leads to a consideration of those pathological 
conditions that may have their effect on the 
bronchial tubes. The origin of these may be in- 
trinsic or external and remote. In our material, 
the pathological conditions in which this method 
supplied the greatest aid in diagnosis were, in 
the order of their frequency and usefulness, the 
following: bronchiectasis, pulmonary abscess, 
pulmonary tumor, pulmonary _ tuberculosis, 
pneumothorax, fistulous tracts, and as an ad- 
junct to therapeutic measures. 


Bronchiectasis—Nothing of greater value in 
the study of this condition has ever been added 


tributory to this difficulty 
is the surrounding zone 
of pneumonitis or a pleural thickening, or addi- 
tional abscesses. Furthermore, abscess may be 
of greater size than is commonly supposed, in- 
volving at times almost a complete lung. Bron- 
chography under these conditions reveals distor- 
tion, occlusion, displacement of the tubes, or oil 
collection in a cavity (Fig. 4). From any com- 
bination of these findings, the existence of 
abscess may be deduced with a high degree of 
accuracy. In the presence of a bronchial fistula, 
an attempt at emptying by postural drainage 
should precede bronchography. 


Pulmonary Tumor.—The findings here are 
similar to those in abscess. This is especially 
true after ulceration, breaking down, and infec- 
tion have taken place (Fig. 5). Before that 
period accurate conclusions may more readily 
be drawn from the combination of dislocation 
or occlusion with a sharply defined outline. 
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Fig. 5 
J. W., taken September 4, 1926. 


apparently not thick. 


Pulmonary Tuberculosis —Those with experi- 
ence in the employment of iodized oil are of the 
opinion that it must be cautiously used in a 
tuberculous patient, and not at all in the pres- 
ence of fever. Cavities, distorted bronchi, 
bronchiectatic cavities may be beautifully dem- 
onstrated by this procedure (Fig. 6). However, 
the anxiety and unavoidable exertion attendant 
on bronchography may cause increase of fever, 
and this has been, we believe wrongly, ascribed 
to the presence of the oil in the lung. We have 
noted a longer retention of the iodized oil in 
the tuberculous lung than is observed in other 
conditions, but we are of the opinion that the 
explanation is to be found in the lesser activity 
of the diseased lungs of such patients. How- 
ever, bronchography should be resorted to only 
in the unusual case of tuberculosis. 


Pneumothorax.—tIn the collapsed lung, iodized 
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Shows bronchial markings through a dense 
shadow, which has been diagnosed aneurysm. Note the bronchial tree 
is not displaced or distorted. This is evidence of a mediastinal shadow, 
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oil will reveal the condi- 
tion of the tubes (Fig. 3). 
If the collapse is but 
partial, adhesion to the 
parietes otherwise not 
visualized may be dem- 
onstrated. 


Fistulous Tract.—The 
exact size, location, nature 
and connections of a 
fistulous tract into the 
chest can be shown with 
exactness by iodized oil 
(Fig. 7). 


As a Therapeutic Ad- 
junct. — Bronchography 
supplies information not 
possibly to be obtained 
by any other means in re- 
gard to the completeness 
of collapsing procedures. 
In several cases of the 
type described by Singer 
and Graham,® we were 
able to determine, after 
the use of lipiodol, wheth- 
er pneumothorax therapy 
alone was likely to be 
sufficient, or whether 
more radical surgical 
measures might be nec- 
essary. 


SUMMARY OF INSTRUCTIONS FOR BRONCHO- 
GRAPHY 


(1) The patient is placed in the semi-lateral 
position with the diseased side dependent. 

(2) The tongue is pulled out as far as possi- 
ble, and the patient instructed to open his mouth 
as widely as possible. 

(3) The lipiodol is warmed sufficiently to 
make it flow freely from the syringe. 

(4) A straight cannula connected with the 
syringe is placed on the side of the uvula above 
the base of the tongue. 

(5) The oil is then slowly injected. The 
patient is meanwhile taking deep inspirations, 
and instructed by all means not to cough and 
not to swallow. 

(6) Depending upon the position of the lung 
one wishes to have the lipiodol flow into, the 
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Fig. 6 


D. C., taken May 29, 1926. Delicate markings of the bronchial tree are out- 
lined by the icdized oil. One can readily see that the lung tissue has 
been destroyed at the base. There has been a pneumothorax attempted. 
The iodized oil seen in the stomach shadow is. due to the regurgitation of 


the oil. 


patient is placed in the lateral, prone or supine 
position. with the head tilted downward if de- 
sired. 

(7) It is necessary, of course, to have the 
complete cooperation of the patient, as no 
anesthetic is used in the pharynx except in an 
unusually difficult case. 


CONCLUSIONS 

(1) Iodized oil introduced into the lung has 
made possible the diagnosis of pulmonary con- 
ditions formerly undiscoverable. 

(2) There is no serious danger in its appli- 
cation. 

(3) Six methods are in use. We recommend 
first the simplest, aspiration without anesthesia. 
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If this is unsuccessful, the 
more complicated proced- 
ures are resorted to. 


(4) Further experi- 
mental study must be 
done in order to develop 
the full value of broncho- 


graphy. 
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DISCUSSION (Abstract) 


Dr. J. J. Clark, Atlanta, Ga—Dr. Moore did not 
speak of the therapeutic effect of this solution on his 
patient with bronchiectasis. I should like to ask 
whether the bronchiectatic patients showed improve- 
ment. Dr. E. C. Thrash, of Atlanta, has performed. 
this injection several times and he states that his 
patients gain in weight after it and many of them 
have returned and insisted on re-injection, because their 
health was so improved generally. I wonder if Dr. 
Singer and Dr. Moore had this experience. 


Dr. J. C. Dickinson, Tampa, Fla—Drs. Singer and 
Moore have presented a method of earrying out this pro- 
cedure that is much less complicated than other methods 
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and works less hardship on the patient. 
Most of us have had many discourag- 
ing experiences in which the patients 
have been through considerable discom- 
fort. We have tried to use the broncho- 
scope, injecting through a cannula into 
the larynx. KE is a great comfort to 
know that there is a simpler technic of 
injecting the opaque medium which will 
give the desired information. 

Dr. Moore (closing) —Dr. Dickin- 
son’s question’ brings out the point to 
which the entire paper was directed. 
Under the method described, broncho- 
graphy is safe, simple, and with a little 
practice anyone may acquire proficiency 
in its application. This practice is: 
harmless to the patient, and, in fact, is 
without discomfort. Originally we at- 


Fig. 7 tempted bronchography with the bron- 

G. M., taken November 7, 1925. Injection of iodized oil into this s s . 
fistula shows that cavity was irregular and the tract leading choscope, which is a great strain on 
into the trachea is well visualized. the patient. We are convinced that the 


use of this instrument is not 
essential to the carrying out 
of bronchography. 








As to the therapeutic as- 
pects of iodized oil, I under- 
stand that early cases of 
bronchiectasis, or those with 
a slight degree of this affec- 
tion, are treated by instilla- 
tions at the Battle Creek Sani- 
tarium with great benefit. 

Someone asked a question 
about the nature of the 
iodized oil employed. We use 
lipiodol, which is a combina- 
tion of poppy seed oil with 
iodin, the combination being 
such that there is 40 per cent 
of the latter in the substance. 
Poppy seed oil is an unsat- 
urated fat, evidently with a 
valence for iodin. It seems 
that other unsaturated oils do 
not make quite so satisfactory 
a combination with iodin, 
either as to the quantity of 
iodin or as to the stability of 
the compound. We _ have 
tried some others. So far 
lipiodol is the best medium 

















Fig. 8 - ae : 
D. W., taken July 16, 1926. Shows the compression of the right lower lobe, for use in those conditions ~ 
with some compression of the mid-lobe, especially laterally. The left which an iodized oil is of 


lung shows distinctly markings somewhat compressed. The bifurcation j 
of the trachea is well visualized. Sero-fibrinous pleurisy, right chest. service. 
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SOME UNUSUAL DERMATOSES* 


By A. BENson Cannon, M.D.,** 
New York, N. Y. 


AGRANULOCYTIC ANGINA 


During the past year I have seen, in con- 
sultation, two cases of agranulocytic angina. 
This condition was, I believe, first described by 
Dr. Werner Schultz in the Deutche Medizinische 
Wochenscrift for November 3, 1922. Since that 
time about fourteen cases have been described 
in the German literature, and four in the Amer- 
ican. Of these latter, the first was by Dr. 
Beatrice R. Lovett in the Journal of the Amer- 
ican Medical Association for November 8, 1924; 
the second by Dr. James H. Skiles in the same 

















Fig. 1 
Agranulocytic angina. Illustration shows deep necrotic 
ulceration surrounded by bright red arecia op- 
Posite the second and third molars. A similar 
ulceration appears on the lip. 





*Read in Section on Dermatology and Syphilology, 
Southern Medical Association, Twentieth Annual Meet- 
ing, Atlanta, Georgia, November 15-18, 1926. 

**Assistant Professor, Department of Dermatology, 
sone a of Physicians and Surgeons, Columbia Uni- 

y. . 
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publication of January 31, 1925; the third by 
Drs. Joseph Moore and Henry Wider, also in 
the Journal of the American Medical Associa- 
tion for August 15, 1925; and the fourth, by Dr. 
R. J. Hunter, was in Laryngoscope for May, 
1926. 

To recall to you briefly, the chief symptoms 
are a prodromal period of a few days of slight 
malaise and general aching, followed by painful 
ulcerations in the mouth and rectum, chills, high 
fever, rapid pulse, often jaundice, and a low 
total white blood cell count, with a marked de- 
crease, or total absence of the granular cells. 
All of the cases reported have been middle- 
aged women, although one of the cases I saw 
was a man aged forty-five. Each case died, 
the duration of the disease varying from 
eight to twenty-four days. Smears from the 
lesions showed the organisms of Vincent’s angina 
in several of the cases. The blood culture of - 
one of the cases was reported a pure strepto- 
coccus viridans. In three instances, two re- 
ported in the German literature and one by Dr. 
Beatrice Lovett, of Chicago, the post-mortem 
blood culture showed bacillus pyocyaneus. In 
a case autopsied by Dr. Piette, and reported in 
the Journal of the American Medical Associa- 




















Fig. 2 
Agranulocytic angina. Necrotic ulceration with 
marked surrounding induration at site of extrac- 
tion of tooth. 
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Figu re 3 
Lichen planus of tongue and mucous ecm of the cheek, with ulceration of tongue and annular 
esions. 


tion, numerous bacterial emboli were found in 
the liver and spleen, and especially in the kid- 
neys. Bacilli were present in the blood stream 
which he was unable to grow in culture. Other 
autopsies performed have been for the most part 
negative, except for the absence of leukocytes 
and mylocytes in the bone marrow. 


‘In November, 1925, I was called to see a white 
woman, aged 30, suffering from supposed syphilitic 
ulcerations in the mouth and anus. She had had a 
streptococcic peritonsillar abscess followed by empyema 
two years previously. Otherwise her history was nega- 
tive. The present illness had started two weeks before, 
with a slight cold and sore throat contracted at a foot- 
ball game. She felt tired, weak, had aching and sore- 
ness of the muscles, and suffered with general head- 
aches. One week later extremely painful ulcerations ap- 
peared opposite the second and third molar teeth on 
each upper jaw, and on the left side of the lower lip, 
also around the anus. She developed a chill, followed 
by a gradually rising temperature. 

Examination showed a well nourished and developed 
woman, apparently acutely ill, lying flat on her back, 
knees flexed, face flushed, somewhat irrational, excited 
and groaning with pain. The temperature was 105.4°, 
pulse 145, and respiration 38. The gums surrounding 
each second and third molar tooth were deeply ulcerated 
over an area of about 2.5 by 1.5 cm. in diameter, with 


a central necrotic slough exposing the bone. Surround- 
ing the ulcers was a bright red areola. (Fig. 1.) There 
was a similar ulceration about 1.5 by 1 cm. in diameter 
on the left side of the lower lip, and lesions of the same 
nature were present around the anus. Those in the 
anal region were so painful that the physician had been 
forced to give the patient a general anesthetic in order 
to examine her. Examination of the heart, liver and 
spleen, pupillary, and deep reflexes was negative. 

The clinical symptoms were such as to lead us to be- 
lieve that we were dealing with an acute infection 
which was suggestive of a Vincent’s angina, with a 
secondary infection and probably a septicemia. Smears 
and cultures from the ulcers showed numerous spirilla, 
bacilli and streptococci. The blood culture was re- 
ported as streptococcus viridans. The total white 
blood cell count was 400, with an absence of granular 
cells; the hemoglobin and red blood cells were normal, 
as were the Wassermann and urine reports. The patient 
grew steadily worse, and died one week later. The 
autopsy was negative. 

The second case occurred in a white man, and the 
ulceration of the gum started with the extraction of a 
tooth. He lived three weeks. In this instance, the 
ulceration differed from the first case in that it pre- 
sented considerable induration around the slough, a 
condition which led two physicians to suspect a leu- 
kemic ulcer. (Fig. 2.) The blood culture was negative. 
Otherwise the clinical picture and laboratory findings 
were practically identical with those already described. 
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Fig. 4 
Lichen planus, showing annular and papular lesions. 


It is interesting to note in the reports of 
agranulocytic angina that a diagnosis of Vin- 
cent’s angina was made in most cases, and that 
they were given arsphenamin intravenously and 
locally. In the first case we used, in addition, 
sodium bi-borate. The large slough was trimmed 
and the wounds packed with iodoform gauze. 
The second patient was given blood transfusions, 
but no form of treatment had effect on either 
patient. 

In discussing this disease, Major Reisoner, of 
the U. S. A. M. C., who has had quite extensive 
experience with Vincent’s organism, told me 
that he was decidedly of the opinion that the 
Vincent’s spirilla was the specific cause of the 
trouble, and that the failure to culture the germ 
from the blood stream was due to the difficulty 
with which the spirilla can be grown in any 
medium. 


LICHEN PLANUS WITH ULCERATION OF THE 
TONGUE 


Mr. A. consulted me for diagnosis of an ulceration 
on the right border of the tongue, opposite the sgcond 
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molar tooth. The lesion had first attracted his atten- 
tion four months previously, and he had noticed no 
subsequent change in the character of the sore’ Except 
for slight pain at intervals, there were no symptoms. 
The ulceration was about 1.5 cm. in diameter, slightly 
raised, red, granular, with a central erosion. Surround- 
ing the ulceration, and extending along the border of 
the tongue and mucous membrane of the floor of the 
mouth, and the sides of the cheeks, there was a lacy 
arrangement of grayish-white colored thread-like lines. 
(Fig. 3.) The linear elevations were ring or oval-shaped, 
the centers being normal in color, or only slightly erythe- 
matous. Minute, stellate, grayish-yellow colored papules, 
mustard seed in size, were studded here and there over 
the affected area, the papules which are always very 
suggestive of lichen planus. The gums were red, swollen, 
spongy, and in places eroded. 


In the course of a complete physical examination 
there were noticed on the glans and shaft of the penis, 
and on the scrotum, numerous annular and papular, 
bluish-red colored and scaly lesions. (Fig. 4.) Some of 
the papules had a central depression with white, linear 
striations, presenting the typical appearance of lichen 
planus. 

You also have probably observed how few 
physicians suspect a lichen planus from the ap- 
pearance of the mucous membranes alone, espe- 
cially when there is an associated ulceration. In 
the case cited, eight physicians, four of whom 
were dermatologists and two dentists, made vary- 




















Fig. 5 
Primary actinomycotic abscess of tongue with a su- 
perficial transverse fissure. 
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Fig. 6 
Section from tongue in Figure 5. 
actinomycotic granules imbedded 
tissue. 


Low power, showing 
in granulation 


ing diagnoses, such as carcinoma, syphilis, tuber- 
culosis and ulceration from pyorrhea. 

Lichen planus of the mucous membrane is 
just as diagnostic in appearance as are the skin 
lesions, and while cases often present eruptions 
on both the cutaneous surface and mucous mem- 
brane at the same time, the disease is not in- 
frequently found in either one or the other lo- 
cation alone. 


PRIMARY ACTINOMYCOSIS OF THE TONGUE 


In October, 1926, I saw a white man, aged 49, who 
complained of a swelling of about two months’ duration 
on the left border of the tongue. His attention was 
first directed to the enlargement by a small painful 
erosion. He had noticed no change in its size, although 
for three weeks his tongue had felt thick and heavy, 
and food had collected between the tongue and cheek. 
There was slight pain over the enlargement, and he 
could put his finger over the tender painful area. He 
had had frequent sore throats during the previous year, 
and had been advised by several physicians to have his 
tonsils removed. 

On examining him, we found a swelling on the left 
border of the tongue and floor of the mouth opposite 
the two last molar teeth, measuring about 4 by 3 
cm. in diameter. (Fig. 5.) The surface was smooth, of 
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the same color as the surrounding mucous membrane ex- 
cept for a whitish appearance in the center. The swell- 
ing was sharply defined, rounded in shape, with grad- 
ually sloping borders. The sides were firm, while the 
center was elastic, and doughy to the touch. We anes- 
thetized the area with novocain, and used a 1 cm. skin 
punch to bore out a piece of tissue from the center of 
the lesion. When we penetrated the cavity a grayish- 
yellow colored, granular, stringy, thread-like material 
containing pus shot out. Smears and cultures of this ma- 
terial were submitted to Professor Hopkins, of the Col- 
lege of Physicians and Surgeons, who reported actinomy- 
cosis, and the finding of a typical mass of the mycelium 
of actinomycosis in the biopsy section. (Figs. 6 and 7.) 
The walls were lightly curetted, and the cavity swabbed 
with tincture of iodin. The wound promptly healed with 
an apparent cure of the condition. 

The patient, before consulting us, had been seen by 
several physicians both in this country and in Europe, 
where he was traveling when his tongue first became 
painful. None of them was able to arrive at a diagnosis. 


While actinomycosis is relatively a common 
affection in humans as well as in animals, 
primary actinomycosis of the tongue is a rare 
finding. As you recall, the tongue is more usually 
infected by metastasis or direct extension. Out 
of one hundred and twenty-seven cases of 
actinomycosis appearing at the Mayo Clinic be- 
tween 1910 and 1921, and described by Drs. 
New and: Figi in the Journal of Medical Sciences 
for April, 1922, only three presented the initial 





Fig. 7 


High power of section 6. White arrow in center 
° points to clubs at border of granule. 
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Fig. 8 
Syphilis of nose resembling acne rosacea. 


lesion on the tongue. Drs. New and Figi re- 
viewed the literature up to this date and found 
that out of almost two thousand cases, thirty- 
five occurred primarily in the tongue, making 
with the three of their own series, a total of 
thirty-eight. Of these, twenty-seven were male, 
ten females and in one case the sex was not 
stated. All cases occurred in adult life, and ap- 
proximately one-half were connected with rural 
life and one-half with urban life. 


SYPHILIS OF THE NOSE RESEMBLING ACNE 
ROSACEA 


About three months ago a white man, aged 37, 
consulted me for an eruption on his nose and on the 
right side of the upper lip, which had been treated as 
acne rosacea. In spite of his having received twelve 
X-ray exposures in addition to local applications, colon 
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irrigations, and having had his diet restricted, the 
lesions had continued to spread. 

Examination showed an enlarged, bluish-red colored 
nose studded with numerous pea-sized, firm, scaly pap- 
ules and pustules with a tendency to grouping, espe- 
cially on the upper lip. (Fig. 8.) The inflammation and 
hyperplasia extended onto the mucous membrane of the 
right nares. On the outer and lower third of the left leg 
was a large, subcutaneous, tender swelling about 5 
inches by 2.5 in diameter, apparently attached to the 
bone. The patient had not mentioned this condition, 
but on being questioned, stated that it had been present 
for ten months, and at the onset had been so painful 
that he was practically incapacitated. An x-ray of the 
leg showed a localized periosteal lesion, with no evi- 
dence of bone destruction. An aortitis of moderate de- 
gree existed. 

He admitted having had an ulceration on the penis 
fourteen years before, for which he had received local 
treatment only. 

His Wassermann reaction at the time he came to us 
for diagnosis was four plus with all antigens. The 
lesions entirely disappeared after eighteen days of anti- 
syphilitic treatment. 


We are impressed by the similarity that often 
exists between certain types of syphilis and acne 
rosacea. During the past three months I have 
seen three cases of syphilis of the nose resem- 
bling the one described, which have been treated 
for acne rosacea, the correct diagnosis not being 

















Fig. 9 
Melano carcinoma showing numerous nodules. 
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Fig. 10 


Section 1936. Low power. Metastatic nodule from 
the skin over the abdomen shows a large tumor 
mass in areas lobulated, while in other areas may 
be seen long strands of tumor cells and mytotic 
figures. 


suspected until the patients had failed to re- 
spond to the usual treatment for rosacea. It 
sometimes requires most painstaking physical 
and neurological examinations, and the result of 
the Wassermann test to establish definitely the 
diagnosis. The possibility of a syphilitic, infec- 
tion should always suggest itself when there is a 
hyperplasia of the nose with pustules and firm 
papules, especially where they are grouped, and 
when the condition involves the mucous mem- 
brane. 


METASTATIC MELANO-CARCINOMA ARISING FROM A 
MOLE 


A white man 27 years old, whose only complaint 
was multiple painless nodules on the skin, was referred 
to me for diagnosis. Six weeks before, he had noticed 
an almond-sized lump on the left shoulder which was 
followed by the appearance of numerous others in rapid 
succession over the trunk and extremities. He had 
had gonorrhea and a chancroid three years previously. 

He was a well nourished and developed man, in ap- 
parently good health. Over the body and extremities, 
most marked on the trunk, were numerous nodules 
varying in size from 0.75 to 2.5 cm. in diameter. (Fig. 
9.) Some were subcutaneous, the skin being freely mov- 
able over them, while others were attached to the skin, 
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and some were intradermal growths of a slightly bluish 
tinge. They varied in consistency from a moderate 
firmness to a stony hardness, and were non-tender to 
pressure. The subcutaneous lesions often occurred at 
regular intervals and in line, giving the impression of 
following the lymphatics. The superficial glands, liver 
and spleen were not enlarged. The heart, lungs, neuro- 
logical and eye examinations were negative. The blood 
count, Wassermann reaction and urine analysis were 
negative. A nodule removed from the skin over the 
abdomen showed on microscopic examination melano- 
carcinoma. (Fig. 10.) About three weeks after the first 
physical examination I was able to see on the scalp, ow- 
ing to a very close hair cut, a dime-sized ulcerated lesion 
just above the left ear, having the appearance of a mole. 
This, the patient said, was due to his physician’s at- 
tempted removal of a mole by cauterization six months 
before. Previous to my discovery of the mole he had 
steadfastly denied ever having had a growth of any 
kind removed. A biopsy report of the lesion showed a 
malignant pigmented mole. (Figs. 11 and 12.) 

The patient failed very rapidly during my observa- 
tion of him. The tumors increased in size and num- 
ber, the liver and spleen became slightly enlarged, he 
lost weight and strength, and became pale. Death oc- 
curred about two months after my observation of him 
was terminated by his leaving for his home in Den- 











Fig. 11 
Section 1926. 


Malignant mole. Low power. Shows 
the pathological process to extend across the en- 
tire length of the section and down to deep cutis, 
except on the right margin, where it extends down 
to the fat. The tumor is sharply defined, coarsely 
lobulated, and in the upper right side is a large 
area of necrosis and hemorrhage which form the 
center of the tumor and base of the ulcer on the 
surface. The epidermis is flattened out over the 
surface, and beyond the edge of the tumor is 
acanthotic, with long strands of the rete pegs 
projecting down into deep centers. 
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Fig. 12 


Malignant mole. Section 1926. High power. Shows 
lower border of same tumor with a fibrous cap- 
sule. Above are large epithelial cells, nevus cells, 
multinuclear cells, and two mytotic figures. Dif- 
fuse lymphocytic cellular infiltration is present. 


mark. Ten months had elapsed between the cauteriza- 
tion of the mole and the fatal outcome. Melanin was 
present in the urine only during the last ten days of 
my observation. 

The time of occurrence and amount of melanin 
in the urine depend upon the amount of pigment 
in the tumor cells, and in cases in which there 
is slight pigmentation little or no melanin is ex- 
creted by the kidneys. As a rule, even in cases 
showing deeply pigmented carcinomatous cells, 
melanin does not appear in the urine until the 
terminal stages of the disease. By some, its ap- 
pearance is considered pathognomonic of melano- 
carcinoma, but I have seen one case of jaundice 
of the catarrhal type, in which there was a con- 
siderable amount of melanin in the urine over a 
period of a few weeks. Others have reported 
similar observations in other diseases. 

We frequently see cases of metastatic melano- 
carcinoma arising from an attempted removal of 
a mole by excision or cauterization with acid. 
As a rule, such moles are harmless if not sub- 
jected to irritation, and it is far better to leave 
them undisturbed, or else do a complete removal 
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by means of electrolysis, desiccating needle, or 
the actual cautery. By any of these methods, 
the removal of the moles is a simple and safe 
procedure. 


20 East Fifty-Third Street. 





COMPARISON OF THE KOLMER MODI- 
FIED WASSERMANN TEST WITH THE 
KAHN TEST IN TWENTY-FIVE 
THOUSAND SERA* 


By Wm. LitTERER, A.M., Pu.C., M.D.,** 
Nashville, Tenn. 


For the past several years we have been run- 
ning routinely, in the State Laboratory of Pub- 
lic Health, the Kahn precipitation test and the 
Kolmer modified Wassermann. 

In our study of the comparison of the Kahn 
precipitation test with the Kolmer modified 
Wassermann in twenty-five thousand serums, 
we have been quite fortunate in the majority 
of instances in obtaining fairly accurate clinical 
data and to some degree being in touch with the 
patients. 

A large number of our bloods for this special 
study was obtained from the various public 
institutions of the state, for example: the va- 
rious insane asylums, the state penitentiary, in- 
stitutions for feeble-minded and reformatory 
schools, etc.; also from the Nashville General 
Hospital, the Vanderbilt Hospital and Vander- 
bilt Venereal Disease Clinic. Likewise quite a 
number of serums were received from physicians 
from various parts of the State. Fairly com- 
plete histories were obtained in this way. Where 
no history could be elicited, we did not include 
the case in this report. 


TECHNIC OF TESTS 


Kahn Technic.—The technic employed in the 
Kahn precipitation test was that recommended 
by the author in his book on “Serum Diagnosis 
of Syphilis by Precipitation.’”? Not only was 
the standard method used but also in most in- 
stances the special antigen for quantitative or 
presumptive procedure was employed. 


*Read in Section on Public Health, Southern Med- 
ical Association, Twentieth Annual Meeting, Atlanta, 
Georgia, November 15-18, 1926. 

**Director of Laboratories, Tennessee State De- 
partment of Public Health. 

1. Kahn, R. L.: Serum Diagnosis of Syphilis by 

Precipitation. Williams & Wilkins Co., Baltimore. 
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Kolmer Technic—The technic employed was 
that described in the third edition of Kolmer’s 
“Infection, Immunity and Biologic Therapy.” 
The only difference was that the natural anti- 
sheep hemolysin was absorbed from each speci- 
men. This test is a quantitative procedure in 
which a cholesterinized antigen is used with 
overnight ice box fixation followed by from five 
to fifteen minutes in a water-bath at 37° C. 


Reading and Recording Results —In reading 
reactions we used the terms, (1) marked fixa- 
tion or precipitation; (2) partial fixation or 
precipitation; (3) slight fixation or precipita- 
tion; and (4) no fixation or precipitation. No 
account was recorded in slight disagreements. 

In recording the comparison of Kolmer com- 
plement-fixation tests with the Kahn precipita- 
tion tests, the results were read and recorded 
independently by two workers. When an extra 
worker was not available, the results were re- 
read by the worker about ten minutes after the 
first reading. We employ the Kahn presump- 
tive procedure test routinely. It is of considera- 
ble value in weakly positive or doubtful reac- 
tions. We regard it as an additional check on 
the standard method. 


CHART 1 


COMPARISON OF TWENTY-FIVE THOUSAND 
SERUMS WITH KOLMER MODIFIED WASSER- 
MANN AND KAHN PRECIPITATION TEST 


Number 


Kolmer Kahn Percentage 
Negative Positive .6 Negative agreement 
1 


63 
Positive Positive 31.1 Positive agreement 
4 


94.7 Total agreement 

3.2 Pos. Kahn and Neg. 
Kolmer 

2.1 Pos. Kolmer 
Neg. Kahn 


Negative Positive 


Positive’ Negative and 


Total: number of 100.0 


serums examined 


In Chart 1 are the results of parallel tests 
with the Kolmer modified Wassermann test and 
the Kahn precipitation test in twenty-five thou- 
sand serums. Relative complete agreement was 
obtained in twenty-three thousand six hundred 
and seventy-five serums giving 94.7. per cent 
total agreement. The Kahn was positive and 
the Kolmer negative in eight hundred serums, 
giving 3.2 per cent of disagreement. The Kol- 
mer was positive and the Kahn negative in five 
hundred and twenty-five serums, giving 2.1 per 
cent disagreement. 


2. Kolmer, J. A.: Infection, Immunity and Biologic 
Therapy. 3rd Ed. W. B. Saunders Co., 1923. 
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CHART 2 


ANALYSES OF EIGHT HUNDRED CASES WITH 
KAHN POSITIVE AND KOLMER NEGATIVE 


Number 
Cases 
560 gave a definite clinical history (414 were treat- 
ment cases) 
32 gave a suggestive clinical history 
15 gave no clinical history 
193 no data available 


800 total 


Of the five hundred and sixty cases (Chart 3) 
showing a positive Kahn and a negative Kolmer, 


‘giving definite clinical histories, there were four 


hundred and fourteen treatment cases that pre- 
viously had shown a positive complement-fix- 
ation reaction. There were eighteen early 
primary syphilis (chancre stage) in which the 
Treponema pallidum were demonstrated by dark 
field. There were five cases of cerebrospinal 
syphilis and three cases of tabes dorsalis, all 
showing positive spinal, fluid by both the Kol- 
mer and Kahn tests, but their bloods showed a 
positive Kahn and a negative Kolmer. The re- 
maining one hundred and twenty cases gave a 
definite clinical history of syphilis which sub- 
sequently responded to anti-luetic treatment. 


CHART 3 


eer rt OF FIVE HUNDRED. AND —* 
CASES SHOWING POSITIVE. KAHN AN 
NEGATIVE KOLMER 


414 were treatment cases previously showing positive 
Kolmer tests 
18 were early primary (chancre stage) spirochetes 
by dark field 
5 were cerebrospinal with positive spinal fluid to 
Kahn and Kolmer tests 
3 were tabes dorsalis with positive spinal fluid to 
Kahn and Kolmer tests 
120 were clinically typical lues which responded to 
anti-luetic treatment 


560 total 


Of thirty-two cases (Chart 2) that gave,a sug- 
gestive clinical history of syphilis in which a pos- 
itive Kahn and a negative Kolmer were. found, 
there were twenty-one that yielded to: anti- 
syphilitic treatment which eventually resulted in 
a negative Kahn test after treatment was com- 
pleted. The remaining eleven cases could not 
be followed. 

Of the fifteen cases giving a positive Kahn 
test with no clinical history, there were eleven 
cases that showed a Kahn one-plus to two-plus 
(partial precipitation). Further observations on 
these cases were not possible. There were four 
remaining cases out of the fifteen that gave a 
Kahn three-plus and four-plus (marked precipi- 
tation) with no clinical histories or symptoms 
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of syphilis. Two out of this number were later 

raved to be syphilitic by demonstration of 
syphilitic lesions and the Spirocheta pallida by 
autopsy. 

Case 1—F. W. T., a white man, age forty, who 
entered the Nashville General Hospital, had typhoid 
fever. He denied having had syphilis, and had no 
clinical manifestations. ‘The physical signs were nega- 
tive. Three weeks later he’died of typhoid fever with 
hemorrhage of the intestine. Autopsy revealed a typical 
picture of ulceration of Peyer’s patches and hemorrhage 
in the bowel, enlargement of the mesenteric lymph 
nodes and spleen, and typhoid bacilli were recovered 
from the blood and feces. The other organs were nor- 
mal, with the exception of the aorta, which presented 
a picture of a syphilitic aortitis. The Spirocheta pallida 
was demonstrated in the endothelial tissue of the aorta 
by the Levaditi method of staining. 

Case 2.—C. W. K., a white man, age forty-two, was 
admitted to the Nashville General Hospital with a 
lobar pneumonia. He denied having had syphilis, and 
there were no clinical manifestations. The physical 
signs were negative. Eight days after admittance he 
died of lobar pneumonia. Autopsy revealed typical 
lobar pneumonia of the left lung. The heart showed 
myocarditis, which, upon examination according to the 
method of Warthin, revealed numerous Spirocheta pal- 
lida throughout many areas of the myocardium. 


These two cases illustrate that one cannot al- 
ways ascertain from the past or present history 
whether or not a case is syphilitic, nor can it be 
determined from negative physical findings. 

In one hundred and ninety-three cases no 
data was available. 


CHART 4 


FIVE HUNDRED AND TWENTY-FIVE CASES 
WITH KOLMER POSITIVE AND KAHN 
NEGATIVE 


Number 
of 

Cases 

327 gave a definite clinical history 
21 gave a suggestive clinical history 
26 gave no clinical history 

151 no data available 


525 total 


Of the three hundred and twenty-seven cases 
(Chart 5) showing a positive Kolmer and a 
negative Kahn, giving a definite clinical history, 
there were sixty treatment cases which pre- 
viously had shown a positive Kahn test (stand- 
ard procedure) before treatment. However, 
forty out of the sixty of these treatment cases 
showed a positive Kahn with the presumptive 
procedure. There were five of early primary 
syphilis (chancre stage) in which the Treponema 
pallidum was demonstrated by dark field. 

There were two cases of cerebrospinal syphilis 
and one case of tabes dorsalis showing positive 
spinal fluids by both Kahn and Kolmer technic, 
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but their bloods showed a negative Kahn and a 
positive Kolmer. The remaining two hundred 
and fifty-nine cases gave a definite clinical his- 
tory of lues which subsequently responded to 
anti-syphilitic treatment. 


CHART 5 


ANALYSES OF THREE HUNDRED AND TWENTY- 
SEVEN CASES SHOWING POSITIVE KOLMER 
AND NEGATIVE KAHN 


60 were treatment cases previously showing positive 
Kahn test (standard method) 
5 were early primary (chancre stage) with spiro- 
chetes by dark field 
2 were cerebrospinal with positive spinal fluid to 
Kolmer and Kahn tests 
1 was tabes dorsalis with positive spinal fluid to 
Kolmer and Kahn tests 
259 clinically typical lues which responded to anti- 
luetic treatment 


327 total 


Of the twenty-one cases (Chart 4) that gave a 
suggestive clinical history of syphilis in which a 
positive Kolmer and a negative Kahn were re- 
corded, there were eleven that yielded to anti- 
luetic treatment which eventually resulted in a 
negative Kolmer test after treatment was com- 
pleted. The remaining ten cases could not be 
followed. 

Of the twenty-six cases (Chart 4) giving a 
positive Kolmer test and a negative Kahn with 
no clinical history of syphilis, there were thir- 
teen that showed a Kolmer slight fixation and 
ten that showed a Kolmer partial fixation. 
Further observations on thése cases were not 
possible. There were three remaining cases out 
of the twenty-six that gave a Kolmer (marked 
fixation) with no clinical histories or symptoms 
of syphilis. One case out of this number later 
proved to be syphilitic as is shown from the 
following record. 

Case 1—C. H. B., a white man of 38 was admitted 
to the Nashville General Hospital for gangrenous ap- 
pendicitis. Operation was performed and the patient 
made an uneventful recovery. He denied syphilis; 
there were no clinical manifestations, and the physical 
signs were negative. His white blood count was eight 
thousand. The patient refused anti-luetic treatment 
and left the hospital apparently well in four weeks’ 
time. In one year he returned with all the symptoms 
of a typical case of cerebrospinal syphilis. His spinal 
fluid showed strongly positive Kolmer and Kahn re- 
actions. 

No available data could be obtained from one 
hundred and fifty-one cases (Chart 4). 


FALSE POSITIVES 


Among the twenty-five thousand serums there 
were fifteen cases that showed a positive Kahn 
and negative Kolmer, and twenty-six cases that 
gave a positive Kolmer and negative Kahn re- 
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action, in which no history could be elicited of 
recent or latent syphilis. The physical findings 
were negative to lues. Of the fifteen cases that 
gave a positive Kahn, there were eleven in which 
the Kahn test showed a partial precipitation 
(one-plus to two-plus) by the standard method. 
Further observations on these cases were not 
possible at the time. Later on we hope to make 
further observations on the majority of them. 
There were four cases that gave a marked pre- 
cipitation with the Kahn method, in whom no 
clinical history could be obtained. Two of these 
cases, as cited elsewhere in the paper, proved 
subsequently to be syphilitic on autopsy by the 
demonstration of spirochetes within the tissues 
of the affected organs. ~ 

Of the twenty-six cases that gave a positive 
Kolmer and negative Kahn in which no syphilitic 
history could be ascertained, thirteen showed a 
Kolmer slight fixation and ten showed a partial 
fixation. Further observations on these cases 
were not possible at the time. However, later 
on we hope to make a further report on the ma- 
jority of them. 

There were three cases that gave a marked 
fixation with the Kolmer technic and a negative 
with the Kahn, in which no clinical history of 
lues could be elicited. One of these cases, as 
cited elsewhere in the paper, proved absolutely 
to be syphilitic. 

From our observations of both the Kahn and 
Kolmer tests with regard to false positive re- 
actions, the conclusions are warranted that when 
R positive reaction is obtained (especially with 
a re-check to allow for error) in the face of dis- 
cordant or absent clinical data, the burden of 
proof rests upon the clinician and a thorough 
and exhaustive search for clinical evidence of 
syphilis is indicated. 


CONTAMINATED AND ANTI-COMPLEMENTARY 
SERUMS 


The majority of our bloods were received 
through the mails sent in to the Central Labora- 
tory of the Tennessee State Department of Pub- 
lic Health, sometimes taking two or three days 
to reach the laboratory. Many of these bloods 
were received in an apparently contaminated con- 
dition or had undergone partial hemolysis. Not 
infrequently serums were anti-complementary 
to the complement fixation test, while the Kahn 
test in most instances was influenced neither by 
contamination nor by anti-complementary prop- 
erties as is shown by the accompanying figures. 
Out of twenty-five thousand serums there were 
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eight hundred and twenty-five that were anti- 
complementary to the complement-fixation te, 
or 3.3 per cent. On the other hand, out of 
twenty-five thousand serums there were one hun- 
dred and thirty-one that were not available to 
the Kahn test, or 0.6 per cent. 


CHART 6 


UNSATISFACTORY SERUMS IN TWENTY-FIVE 
THOUSAND BLOOD SPECIMENS 


Unsatisfactory Per- 


centage 
Total Number of 825 Kolmer 
Specimens 131 Kahn 





25,000 


694 


When a serum is unsatisfactory to Kahn, it 
is likewise unfit for the Kolmer test. 


CONCLUSIONS 


(1) In twenty-five thousand serums there was 
an agreement of 94.7 per cent between the Kol- 
mer modified Wassermann test and the Kahn 
test. 

(2) The chief divergence between the two 
tests lies in the treatment cases. Undoubtedly 
the Kahn test is more sensitive in these cases. 
It should, therefore, be quite valuable in check- 
ing up treatment cases. 

(3) A procedure of considerable value in the 
Kahn test (which we use routinely) is the em- 
ployment of an additional check (presumptive 
procedure), especially in serums presenting 
weakly positive or doubtful readings. 

(4) The Kahn test is practically indispensa- 
ble in state laboratories where many blood speci- 
mens reach the laboratory through the mails in 
an apparently contaminated or partially hem- 
olysed condition. These show not infrequently 
anti-complementary reactions in the Wasser- 
mann test but give specific reactions in the 
Kahn test. 

(5) The simplicity, sensitivity, specificity and 
rapidity of execution of the Kahn test demand 
its employment in every serological laboratory. 
However, we are of the opinion that the Was- 
sermann test, or some of its various modifica- 
tions, and the Kahn test should be conjointly 
performed, as they shed a useful complementary 
light upon each other. Each test will pick up a 
certain per cent of positives that one or the 
other will not reveal. 


DISCUSSION (Abstract) 


Dr. L. C. Havens, Montgomery, Ala—There have 
been, of course, a large number of comparisons of the 
Kahn and Wassermann tests. Dr. Litterer is to be 
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congratulated on thé exhaustive work he has done. I 
know of no other which covers in such detail such a 
large number of specimens. His conclusions are what 
any conservative public health worker will reach in re- 
gard to the Kahn test. 

A test for syphilis is too important to be accepted 
without a great deal of careful analysis and compari- 
son with the previous tests which have been used and 
found to be of definite value. The Wassermann test is 
probably the most valuable single laboratory test we 
have; but that is no reason for our closing our eyes to 
a new test which may be proposed. 

As Dr. Litterer has pointed out (and it has been 
found consistently true in comparisons of the two 
tests), there is a certain percentage of serums which 
fail to agree: some will be positive with the Wasser- 
mann and negative with the Kahn, and others the re- 
verse. What these results mean still remains to be seen. 

Our experience in Alabama with the Kahn test has 
been very similar to that of Dr. Litterer. We are now 
using in one of our laboratories the Kahn in parallel 
routinely with the Wassermann test. What we find 
with anti-complementary serums is that the great ma- 
jority of them give a positive result. Whether this is 
specific or not, we do not know, but there is evidence 
accumulating all the time that the anti-complementary 
properties of the serum that give the non-specific posi- 
tive Wassermann test are, in the majority of instances at 
least, of syphilitic origin. The Kahn precipitation test 
cannot yet, of course, replace the Wassermann tex, but 
it is undoubtedly worth while as a parallel test with 
some good modification with the Wassermann. 





MALNUTRITION IN OLDER CHILDREN* 


By LAWRENCE T. Royster, M.D., 
University, Va. 


The title of this clinic should in reality be 
“Undernutrition.” The term malnutrition prop- 
erly applied refers to overweight children as 
well as underweight. This is distinctly under- 
nutrition. The term undernutrition is subject 
to a number of interpretations. Unfortunately 
at present we have no definite criterion of what 
is normal in a child as to height or weight, or 
height in relation to age, or weight in relation 
to age. Weight to age is not considered today, 
but weight in relation to height. There are a 
number of factors which enter into all of our 
calculations. 

To be very brief, we hear of familial ten- 
dencies, a tall, slender family and a short stout 
family. Undoubtedly familial tendencies exist, 
but in all probability the life of the child 
during early infancy determines the rela- 
tion of the weight to height, more than the 
hereditary characteristics in most instances. 





*Clinic, General Clinic Session, Southern Medical 
Association, Twentieth Annual Meeting, Atlanta, 
Georgia, November 15-18, 1926. 
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Then we must, having no criterion of the nor- 
mal child, base our ideas on the average. We 
must take the weight and height of a large 
number of school children throughout the land 
and average them, making that the basal line 
on either side of which is computed underweight 
or overweight. Naturally, in a mixed popula- 
tion such as ours the relation of weight for 
height and height for weight, is influenced by 
racial tendencies. One more very important 
thing is: in the large cities with mixed racial 
characteristics we have a distinctly different 
form of height for age than in certain select 
private schools. The question naturally arises 
whether we shall consider the average height of 
all children in public schools as the average, or 
the select classes in the private schools. For 
general purposes we accept the former group, 
the children who belong to the vast population, 
for those children belong to the public school 
workers and those we have to deal with most. 

We realize, then, that for every inch of height 
there is a definite amount of weight which we 
consider normal. What constitutes undernutri- 
tion? Various authorities feel differently about 
this subject. Some consider 10 per cent under- 
weight as a recognizable underweight and be- 
lieve attention should be paid it very promptly. 
Some consider 7 per cent, some go to 12 per 
cent. Be that as it may, one thing must be 
kept in mind: that the young growing child who 
is not gaining in weight is actually losing. We 
adults can keep the same weight year after year 
and not lose, but when a growing child does not 
gain in weight it is losing. There must be a 
commensurate amount of weight gained for ev- 
ery inch of height acquired. Some authorities 
go so far as to say that the whole subject, bar- 
ring certain pathologic underlying factors, should 
be ignored. I cannot go so far. I feel that the 
child who is definitely underweight is a handi- 
capped child. If he is 10 or 12 per cent 
underweight, he is a sick child. That child 
rarely keeps up with his school work and his 
exercises, and if he does so it is a great strain 
on his nervous system. These children have all 
kinds of nervous evidences: they have hot and 
cold perspiration, mottling of the skin, clammy 
skin. They either become the laggards in the 
school, or go ahead with feverish energy and 
break down. A large number of school chil- 
dren start their undernutrition during the first 
year of life, from which it becomes perpetuated. 

Where we have the overweight child in many 
instances we will find that the child has formed 











152 


a habit of overeating from the example set by 
other members of the family. Overeating is a 
familial state. As to whether there is a slender 
child on a pathological basis, I am not prepared 
to say and think nobody can tell us this at 
present. 

Recently, on what has been done with the 
human growing organism, there has been found 
in the higher and lower vertebrates that when 
malnutrition was started early in life the symp- 
toms persisted for several generations. The 
cells did not take in their proper amount of 
nourishment. 

There are many causes for undernutrition: 
first, lack of food; second, improper food; third, 
faulty food habits, and fourth, bodily defects. 
I believe faulty food habits have as much to do 
with undernutrition as anything else. A prom- 
inent physiologist talking from the same plat- 
form with me recently said it made no differ- 
ence whether the child ate regularly or not. 
From the biologic standpoint that may be true, 
but from the practical standpoint it is not. 
Faulty food habits have as important a bearing 
on undernutrition as anything else. Undernutri- 
tion is not limited to the poor. A large per- 
centage of the children of the well-to-do are un- 
dernourished. 

I have not touched on one very important 
phase, and that is infection: infection of the 
tonsils, of the teeth, of the paranasal sinuses, 
which are badly neglected in so many instances. 
Careful examination is important. Vulvovagi- 
nitis may also be very important in undernutri- 
tion. I touch the next subject with great hesita- 
tion, the question of intestinal parasites. Some, 
for example hookworm, cause great degrees of 
undernutrition. I am of the opinion that any 
intestinal parasite has a marked effect on un- 
dernutrition, although there are marked excep- 
tions to the rule. The strongyloides causes un- 
dernutrition so like hookworm in its symptoms 
that it is very difficult to differentiate. 

We have some little patients whom I wish to show 
you hastily (presenting patient.) This little girl is seven 
and a half years old. The family history is not im- 
portant in this particular case. The social history is. 
There is an economic deficiency in the home which 
makes for improper feeding. The breakfast of this 
child consists of gravy, potatoes, coffee and bread. 
For luncheon she has one pint of milk, the redeeming 
article of the whole day’s diet, some soup, vegetables 
and bread. For her dinner she has buttermilk and 
bread. Although there are some articles in the diet 
that are good, it is a very poorly balanced diet for 
this child. We do not get any information as to the 
quantity of food she receives, and that may have just 
as definite a bearing as anything else. 
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This child is forty-seven inches ¢all and she weighs 
forty pounds, so she is 20 per cent underweight. She 
is undersized. She has probably been undernourished 
all her life, and there is a question of how far under- 
nutrition during this period goes in making for stunted 
growth in after life. In many instances these children 
catch up when they receive a sufficient amount of food, 
based on caloric needs, and a well-balanced diet for 
long periods. 


We hear much of the fatigue posture. Some 
one asked me if I was a “posture nut.” Per- 
haps I am. Undoubtedly when a child is not 
gaining, and is 10 to 20 per cent underweight, 
it cannot hold itself as it should. I work in the 
mountainous sections of Virginia and the people 
are poor. They have to work hard; there is no 
question about that, and those children find it 
impossible to keep up the posture they should. 
Practically every man and woman in my region 
of the Blue Ridge and Alleghany mountains has 
an improper posture. 


This child has not the development of subcutaneous 
fat to hold the shoulders up. There is the definite de- 
velopment of a fatigue posture. The normal child’s 
chest should protrude beyond the chin line. This child’s 
is well within the chin line. The abdomen is pro- 
truding beyond the chest line, and there is a definite 
curvature of the spine forward. There is too much 
flexion in the lumbar region anteriorly (lordosis). As 
she grows older and has burdens to bear, she cannot 
overcome these defects unless proper food is given and 
nutrition is improved during this period. What the 
real importance of this is I do not know. It is a moot 
subject. 

This child has a nasal discharge. She is not syph- 
ilitic. The teeth are in unusually good condition, and 
I am told that this is due to something which I must 
commend in Atlanta. When children here come to 
school with clean mouths and clean teeth, they are 
given a holiday every so often. I say, let us have 
more holidays based on that. There is nothing ab- 
normal in her neck except slight tonsillar enlargement. 
If the tonsils are markedly enlarged, and there is 
glandular involvement in the neck, the tonsils should 
come out, and until that is done the child will not 
gain in weight. 

The physical examination of the chest is negative. 
One scarification tuberculin test was negative. I would 
not trust to that. I would not trust a Pirquet unless it 
was positive. 

The urinalysis was negative. Blood examination 
showed 3,840,000 red cells, 10,000 white, hemoglobin 78 
per cent. There were 10 per cent eosinophils. This 
may or may not mean anything. The child’s brother 
has been shown to be infested with a tapeworm. A 
skiagraph of the chest shows considerable hilus fibrosis, 
more marked on the right side. There is a limited 
amount of peribronchial thickening. The apices show 
no increased density, and the heart and aorta are nor- 
mal in size and position. 


Case 2.—Here is a little girl who comes from another 
environment which is not good. There is a definite 
tuberculous infection in the family, and the child has 
been exposed to it. The Pirquet test, which I would 
not rely on, is negative, but x-ray examination shows 2 
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doubtful chest. The chest findings alone do not justify 
a diagnosis of tuberculosis, but with such a history 
other skin tests should be made and another skiagram 
should be made within a year. 

This little girl’s habits of food are not as good as 
they might be, and that is another cause for her un- 
dernutrition. She is fifty-one and a half inches tall 
and weighs fifty-five and a half pounds, so she is al- 
most 15 per cent underweight. Her tonsils are slightly 
enlarged. 

Here is a child who shows even more than 
the other child, although there is a smaller per- 
centage of undernutrition, the faulty posture. 
Her scapulae are flared more, her abdomen pro- 
trudes more, and she has the fatalistic expres- 
sion of the type to which she belongs. The im- 
portance of this subject is vast, in my opinion. 
I know many of my friends differ somewhat from 
what I usually say. Regardless of what they 
may think about it, undernutrition is not a de- 
sirable condition. What shall we do about it? 
We must look for foci of infection and find them 
where it is possible. No child can gain very 
well if he has a chronic absorption of toxin. As 
Emerson, of Boston, says, children must be made 
free to gain. I do not think that tuberculosis is 
a frequent cause for undernutrition. Many of 
the children with tuberculosis are overweight, 
but every child who has that kind of infection 
is not only potentially an undernourished child, 
and potentially has an open case of tuberculosis 
in the future, but most of them are going to be- 
come tuberculous if they are not yet. 

In the treatment of tuberculosis in childhood, 
which is the only time we find incipient tuber- 
culosis such as is present in the public schools, 
the problem of overcoming undernutrition and 
malnutrition is the problem of overcoming tuber- 
culosis. These children should have these in- 
fections removed as early as possible. They 
should be fed on a balanced diet, milk, eggs, 
leafy vegetables and fresh fruit. Vary that as 
much as you choose for taste, but it forms a 
safe guide for the diet. Rest is important. A 
child can gain on a well balanced diet when it 
rests, as it cannot gain when running about. 
An adequate amount of food, a balanced ra- 
tion, and rest will do wonders. 

What do we mean by rest? For a child 20 
per cent underweight I would put her to bed 
for one, two or three weeks, if necessary, until 
she catches up. I am told that children under- 
weight can be made to gain in this way, but 
that when they get up they soon go back to the 
former condition. That is true. The parents 
must be taught and be made our best ally. The 
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child also must be educated. I give the child a 
balanced diet, based on calories, and we get re- 
markable results. They may gain beyond the 
average for childhood and drop back; but if 
their parents are intelligent and the children 
are cooperative, they can be brought back to 
normal. 

Case 3—We have no record of this little boy, but I 
want to present him to you. This is another member 
of a family that is not tuberculous. The child is prob- 
ably suffering from the same lack that the other child 
was. That is where sociology and pediatrics come in 
along with medicine, and this is where relief work ac- 
complishes much more than drugs. 

In closing, I ask you, please, in your school 
work not to force a child who is undernourished 
to do much work. Let us try to build up in 
this generation a more stable citizenry in Amer- 
ica for the next generation. 





ROENTGEN PLEUROPNEUMONITIS* 


By Tuomas A. Groover, M.D., D.Sc., 
A. C, Curistre, M.D., 
E. A. Merritt, M.D., 
and 


F. O. Cor, M.D., 
Washington, D. C. 


In a paper! read before this Section in 1921, 
we called attention to certain clinical phenomena 
associated with demonstrable pleuropulmonary 
lesions which we believed were the result of ex- 
posing the chest to roentgen rays for therapeutic 
purposes. Since then we? and a number of other 
observers have adduced evidence which un- 
doubtedly substantiates our original conclusions. 
Desjardins* was the first to call the condition 
pleuropneumonitis. By prefixing the name of 
the causative agent such a designation would 
appear to be appropriately descriptive, and 
would harmonize with the generally accepted 
roentgen nomenclature. 


INCIDENCE 


The frequency with which roentgen pleuro- 
pneumonitis occurs in the course of treatment 
of chest lesions is not yet known, mainly because 
it is not routinely sought for, and also because 
of the difficulties which may occur in establish- 
ing a diagnosis. While it is probably not a com- 
mon sequence, it is doubtless much more com- 





*Read in Section on Radiology, Southern Medical 
Association, Twentieth Annual Meeting, Atlanta, 
Georgia, November 15-18, 1926. 
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mon under prevailing methods of treatment than 
is generally believed. Its incidence will not be 
established until careful clinical records and fre- 
quent roentgen examinations of the chest are 
made in a large series of cases over long periods 
of time. The time element is important, because 
it may be the determining factor in establishing 
a diagnosis. 
MECHANISM AND CONTRIBUTORY ETIOLOGIC 
FACTORS 


In a broad sense, the occurrence of roentgen 
pleuropneumonitis, and its degree, are doubtless 
dependent upon the dose delivered to these 
structures. It is noteworthy that these lesions 
had not been observed prior to the modifications 
in technic which came into vogue in this coun- 
try about seven years ago. These modifications 
consisted in the use of higher voltages, increased 
filtration, increased skin target distance, larger 
portals, and increased time of exposure. The 
circumstantial evidence is strong that these 
modifications are directly related to the occur- 
rence of these lesions. All of them possibly play 
a part but not to the same degree. Our experi- 
ence coincides with that of Desjardins and others 
that high voltages and heavy filtration are not 
essential to their production. The last three 
factors, namely, distance, area and time, seem 
to be the most important. The thickness of the 
patient and the thickness of the thoracic wall 
are important factors in determining the amount 
of radiation that reaches the pleura and lungs, 
and if not reckoned with in computing dosage 
may determine the occurrence or non-occurrence 
of pleuropulmonary changes. If the dose reaches 
or passes the point of skin tolerance, the roent- 
gen pleuropneumonitis is more likely to result. 
We have not observed pleuropulmonary changes 
in any case in which there was not a definite 
skin erythema. In nearly all cases the reaction 
has approached the second degree, invariably 
subsiding, in the course of three to six weeks. 
This does not necessarily indicate that reactions 
may not occur in cases in which there has been 
no erythema. It is probable that dosage could 
be so distributed as to produce serious lung 
lesions without causing any acute skin reaction. 

We are inclined to believe that conditions 
which favor physiological or mechanical pul- 
monary atelectasis may also predispose to the 
occurrence of pulmonary phenomena, and possi- 
bly contribute to their permanence. Such con- 
ditions are met in debilitated patients, of the 
asthenic habitus, who have recently undergone 
radical breast operations. This will be referred 
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to later in discussing the pathology and roentgen 
signs. . 

In the experience of Desjardins,> pleuropul- 
monary changes have never been observed to 
follow the first series of treatments, and are sel- 
dom seen until after the third series. It is, of 
course, quite logical to suppose that repetition 
of exposure would contribute to their produc- 
tion, but, strangely enough, in our experience 
such changes have generally followed the first 
series, notwithstanding a close similarity be- 
tween our technic and that of Desjardins. This 
should serve to put one on his guard in repeat- 
ing treatments without carefully checking up on 
possible pleuropulmonary changes, especially if 
there has been a definite skin reaction and the 
chest walls are thin. 

Evans and Leucutia* have attempted to esti- 
mate the dosage required to produce pleuropul- 
monary changes of temporary and permanent 
character. Briefly stated, their conclusions are 
as follows: 

A single dose of less than 100 per cent skin unit dose 
produces no demonstrable changes. A dose of 40 to 100 
per cent skin unit dose repeated three or four times at 
intervals of two to six months may cause infiltration 
with possibly fatal results; a single dose of 100 to 140 
per cent skin unit dose may cause infiltration which 
usually clears up, but if it exceeds 140 per cent the 
changes are permanent. If a dose of 100 to 140 per 
cent skin unit dose is repeated for the second time be- 
fore infiltration due to the first exposure has had time 
to clear up, entire loss of lung function may follow, 
and if extensive will prove fatal. A dose of 100 to 140 
per cent skin unit dose, if repeated twice over the same 
parts of the lungs, will cause fibrosis in about 80 per 
cent of the cases, and if repeated three or four times 
fibrosis will appear in every case. 


PATHOLOGY 


Comparatively little has been contributed to 
the pathology of roentgen pleuropneumonitis 
from post mortem studies on human subjects. 
Hines® reported the findings in two cases which 
had been given a large amount of radiation over 
the chest for malignant disease. Pulmonary 
metastases were present in both cases which to 
some degree vitiated conclusions as to what ef- 
fect, if any, the radiation might have had on 
normal pulmonary tissue. He was probably cor- 
rect, however, in believing that in one of the 
cases the proliferation of connective tissue in 
the alveolar walls with resultant decrease in air 
space was due to the treatment administered. 
Two cases cited by Rose® in which pleural effu- 
sion followed roentgen therapy of the chest are 
even less convincing with respect to the role 
which the treatment might have played in its 
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production because of the fact that in both in- 
stances there were other confusing pathological 
processes. 

Davis,’ however, in a series of experiments on 
dogs and rabbits, has observed changes which 
doubtless closely parallel those occurring in hu- 
man subjects. On gross examination the ir- 
radiated areas were of firmer consistency than 
normal lung, were non-expansible, and cut with 
increased resistance. The surface of the lung 
corresponding to the irradiated area presented a 
reddish-blue discoloration, and the cut surfaces 
in many cases appeared smooth and the normal 
lung markings were obliterated. The gross ap- 
pearance often resembled marked passive con- 
gestion or hypostatic pneumonia. 

Microscopically the pathologic picture of the 
acute stage of the affection is that of marked 
edema and congestion, the air spaces being filled 
with coagulum and desquamated epithelial cells, 
and the capillaries of the alveolar walls packed 
with red blood corpuscles, without an excess of 
leucocytes. These changes were followed by a 
cellular proliferation, especially in the alveolar 
walls. Increase in the connective tissue occurred 
around the bronchi and blood vessels, and the 
walls of the blood vessels in some cases became 
thickened, apparently due to an increase of con- 
nective tissue, limited largely to the pars media. 
The lumina of the vessels were narrowed but 
not obstructed. A superabundance of connec- 
tive tissue characterized the chronic stages of 
the affection. Atelectasis could not be ex- 
cluded. Pleurisy with increased fluid and ad- 
hesions was observed in only one animal and is 
presumably not of common occurrence. 


SYMPTOMS 


A restudy of our cases of roentgen pleuro- 
pneumonitis indicates that the symptoms and 
roentgen signs become manifest a somewhat 
longer time after exposure than we originally 
reported or than has been reported by others. 
They may begin three or four weeks after a 
course of treatment, but commonly do not at- 
tract attention until about eight or ten weeks 
after treatment. In the early stages the patient 
is apt to think that she has “taken cold.” The 
predominant symptoms of roentgen pleuro- 
pneumonitis are an irritative unproductive 
cough, and a variable degree of respiratory em- 
barrassment dependent on the extent of the lung 
lesion. The cough is apt to be harassing and is 
frequently paroxysmal in character. Patients 
may complain of a sense of discomfort in the 
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chest and perhaps have some fugitive pains, but 
the cough is their chief source of annoyance. 
They do not feel ill, but may find it necessary 
to restrict their activities on account of the in- 
crease of dyspnea which exertion occasions. 
These symptoms hang on for weeks, months or 
years. They tend to diminish slowly in inten- 
sity as the uninvolved lung structure becomes 
adapted to new functional requirements, but 
may continue indefinitely to a varying degree, 
depending upon the extent and permanency of 
the structural changes. 


ROENTGEN SIGNS 


These naturally vary to some degree with the 
intensity and extent of the reaction. We have 
not studied cases in which both lungs were in- 
volved, but when the radiation has been fairly 
evenly distributed over one side of the chest as 
is commonly done in the treatment of mammary 
carcinoma, the pulmonary reaction, if it occurs, 
usually presents a fairly characteristic appear- 
ance, and follows a definite course. In such 
cases, definite roentgenologic signs do not be- 
come manifest until from two to three months 
after exposure. At this time there is diminished 
expansion of the affected side, the diaphragm on 
that side is elevated and immobile, the heart and 
mediastinal structures have shifted toward the 
involved side, and a distinct fog will be ob- 
served in the lung parenchyma adjacent to the 
hilus which resembles in appearance the infil- 
tration seen in influenzal pneumonia. This in- 
filtration spreads rapidly and in the course of 
three or four weeks may involve the entire lung, 
at which time the symptoms will have reached a 
maximum degree of intensity. The increase in 
density is apt to be more or less patchy and its 
distribution follows no fixed rules. Tht heart 
and mediastinal structures shift still farther to- 
ward the affected side and the diaphragm be- 
comes more elevated and remains fixed. At this 
stage there is generally a demonstrable com- 
pensatory emphysema of the opposite lung. 
Having reached its height, the infiltration then 
slowly begins to clear up, and as it progresses, 
evidence of pleural adhesions to the parietes or 
diaphragm become manifest. Pleural effusion 
has not been observed in any case in which we 
were sure of the diagnosis. In cases of the 
severity above described, it is to be anticipated 
that improvement will progress for a year or 
more. The lung parenchyma gradually returns 
to a normal appearance, but some elevation of 
the diaphragm and retraction of the heart per- 
sist, and expansion of the affected side is apt to 
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remain somewhat restricted. Improvement in 
symptoms takes place concurrently with the im- 
provement in the roentgen appearance and res- 
toration of lung function. More or less cough 
and breathlessness on exertion may persist in- 
definitely, but the general well-being of the 
patient is conserved. It is, of course, to be 
presumed that in cases in which the pleuropul- 
monary reaction is slight the course of the af- 
fection will be shorter, and likewise in cases in 
which the reaction is greater there is a propor- 
tionate danger of permanent structural changes 
and chronicity of symptoms. 

We have observed two cases having permanent 
pleuropulmonary changes, which we believe to 
have been caused by roentgen rays, in which 
spontaneous fractures of several ribs occurred 
three and four years respectively after exposure. 
Such an occurrence naturally casts doubt upon 
the nature of the pleuropulmonary pathology, 
but a careful consideration of all of the facts 
has led us to the conclusion that in these cases 
the rays not only caused the pleuropulmonary 
changes, but that they also led to changes in 
the overlying ribs which increased their fragility 
to such an extent that they cracked under the 
stress incident to the retraction of the thoracic 
wall. It is our intention to discuss this phase 
of the subject in a subsequent communication. 
It is possible that the pleuropulmonary changes 
and the clinical course following repeated small 
doses might differ materially from those pro- 
duced by one or tw) relatively large doses, but 
we possess no data to substantiate such an as- 
sumption. 

An interpretation of the pathology of roent- 
gen pleuropneumonitis in the light of the roent- 
gen signs is of considerable speculative interest. 
We are inclined to believe, regardless of other 
co-existent changes which may be present, that 
atelectasis plays a prominent role in the pro- 
duction of the roentgen signs. We are unable 
on any other hypothesis to explain satisfactorily 
the marked elevation of the diaphragm and the 
shifting of the heart toward the affected side. 
The changes in lung architecture as observed 
roentgenologically are not at all inconsistent with 
such a theory. 


DIAGNOSIS 


The diagnosis of roentgen pleuropneumonitis 
will ordinarily offer little difficulty, provided 
careful clinical records are kept, and satisfactory 
roentgenograms of the chest are obtained prior 
to beginning treatment and at frequent inter- 
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vals thereafter. The two together in uncompli- 
cated cases form a clinical ensemble unlike that 
of any other affection with which we are fa- 
miliar. Difficulties will, of course, arise where 
there are associated pathological processes in the 
lung or pleura, and in cases in which there is 
pleural effusion, or extensive invasion of the 
lung by a new growth at the time of treatment, 
it may be impossible to determine with any de- 
gree of certainty whether or not roentgen pleuro- 
pneumonitis supervenes. However, in cases in 
which lung invasion by a new growth is slight, 
and there is a relatively large area of normal 
lung structure, the recognition of a complicating 
roentgen pleuropneumonitis is by no means im- 
possible if careful consideration is given to the 
following points: 

(1) The development of roentgen pleuro- 
pneumonitis bears a fairly definite relation to 
the time of treatment. 

(2) The spread of infiltration due to roent- 
gen rays is very much more rapid than that due 
to a new growth. 

(3) In roentgen pleuropneumonitis there is 
commonly an early elevation of the diaphragm 
and retraction of the heart and mediastinal 
structures toward the involved side, neither of 
which occurs in either primary or secondary 
malignant disease of the lung. 

(4) The general well-being of the patient 
with pleuropneumonitis is much better than it 
is in patients who have a corresponding amount 
of lung involvement from a malignant new 
growth either primary or secondary. 


PROGNOSIS 


No deaths from roentgen pleuropneumonitis 
have come to our attention. This does not 
necessarily mean that they have not occurred, 
the fatal issue being: ascribed to some other 
cause. We are convinced from our own 
experience that a fatal outcome is by no means 
a remote possibility. In several of our cases 
such an issue would seem to have been inevita- 
ble had not the lesion fortunately deen limited 
to one lung. This fortunate circumstance is 
ascribed to the fact that we do not commonly 
irradiate both sides of the chest in the treat- 
ment of breast carcinoma. On the whole, it 
may be stated that the chances for life are ex- 
cellent provided only one lung is involved, and 
that within certain limits of dosage the chances 
for restoration of lung function are also good. 
We have not had the opportunity to confirm 
these limits as laid down by Evans and Leucutia, 
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but are inclined to regard them as approximately 
correct. Roentgen pleuropneumonitis would 
theoretically enhance the dangers of intercur- 
rent respiratory infections should these occur. 
On theoretical grounds, it would be logical also 
to suppose that its presence would predispose to 
respiratory infections, but in practice we have 
not observed such a tendency. 


PRACTICAL CONSIDERATIONS 


The question naturally arises as to whether 
the possible occurrence of roentgen pleuropneu- 
monitis calls for a modification in the present- 
day technic of treating thoracic lesions, more 
especially mammary carcinoma. From our own 
experience we feel that it does not necessarily 
do so, but that it calls for an exercise of caution 
is undoubted. When large areas are exposed at 
a relatively long focal skin distance for a long 
period of time, skin tolerance cannot be taken 
as an absolute measure of lung tolerance. This 
is true, regardless of the voltage and the thick- 
ness or kind of filter employed. It should be an 
invariable rule in the treatment of such cases to 
secure roentgenograms of the chest prior to be- 
ginning treatment and at intervals of every 
month or six weeks thereafter for an indefinite 
period. We feel that in certain cases it may be 
advisable to take chances of damaging the pul- 
monary structure in the hope of eradicating the 
disease for which the patient is treated, but as 
a rule the aim should be not to exceed 100 per 
cent of a skin unit dose over two or three large 
thoracic areas. This would seem to be espe- 
cially important in the pre-operative treatment 
of carcinoma of the breast, because it is logical 
to suppose that it would be hazardous to operate 
on a patient at or about the time roentgen 
pleuropneumonitis is developing. 

When a 100 per cent skin unit dose has been 
administered as above described, treatment 
should not be repeated for at least three months, 
and then 80 per cent of a skin unit dose should 
not be exceeded. It seems questionable, in view 
of the observations of Evans and Leucutia,* if 
it would ever be justifiable to administer a third 
treatment under such circumstances. Of course, 
the occurrence of roentgen pleuropneumonitis 
interdicts all further treatment, certainly for a 
long indefinite period. The occurrence of 
erythema following treatment, even though 
transient, calls for special caution with respect 
to repeating treatments. 

The chief points that we would like to stress 
in conclusion are as follows: 
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(1) The occurrence of roentgen pleuropneu- 
monitis is by no means a remote possibility un- 
der present-day methods of technic. 

(2) It can usually be recognized if sought 
for routinely and methodically. 

(3) The possibility of its occurrence is an 
added reason for caution with respect to dosage 
and repetition of treatments. 


(4) The possibility of damage to deep seated 
normal structures by roentgen rays does not 
nullify their use as a therapeutic agent, but 
rather lends encouragement to their continued 
use and calls for further study as to their ef- 
fects on the various tissues of the body. 
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DISCUSSION (Abstract) 


Dr. E. C. Samuel, New Orleans, La—We have had 
some trouble with pleuropneumonitis. During the last 
six or eight months we have gone back to the nine 
inch technic, and have stopped using deep therapy in 
breast tumors. I do not know that the results will be 
better than they were, but we are not using deep or 
short wave therapy any more. : 


Dr. D. Y. Keith, Louisville, Ky—The majority of 
American roentgenologists is proud of the fact that few 
of us accepted the so-called German high voltage tech- 
nic advocated six or seven years ago. For this reason 
few of us have seen pleuropneumonitis as the fesult of 
heavy radiation or frequent radiation given with low 
voltage. 

I should like to emphasize the value of a primary 
film of the chest before treatment of the chest or 
axillary lymph node area is begun. It is very essential 
in malignant cases, as it gives us an indication of 
metastasis in the lung, and is invaluable for reference 
to determine changes that occur after irradiation. 

We have had only a few cases of pleuropneumonitis 
in which the amount of involvement was limited. We 
have had no fibrosis involving the entire chest like that 
shown by Dr. Groover. Local changes in the lung do 
frequently occur and can be demonstrated on the 
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roentgen film, in which no massive involvement of the 
entire lung occurs. This was demonstrated to us in 
the early days of high voltage treatment, with 200 
kilovolts. A patient had complete regression of a 
tumor of the mammary glands after needling with 
radium, x-ray being used over the regional lymph 
nodes. Six weeks after the second series of radiation 
and three months after the primary radiation, a localized 
fibrosis was seen in the upper portion of the lung. The 
question arose whether the area of increased density 
was not fibrosis in the breast as a result of needling 
the breast with radium, which had been placed directly 
in the mammary gland. By placing a flexible lead wire 
around the mammary gland and making another film, 
it was definitely shown that the fibrosis was in the 
lung tissue above the breast that was surrounded by 
the lead wire. 

We agree with Dr. Groover that damage to tissue 
can be obtained with a voltage of 100,000 as well as 
with 200,000 if enough time is given to any particular 
area. 


Dr. Groover (closing).—I would like to emphasize 
the fact that voltage is not the important factor in pro- 
ducing the pleuropulmonary changes which I have de- 
scribed and illustrated by slides. The important factors 
which contribute to their occurrence are the employ- 
ment of large fields, relatively Jong skin focus dis- 
tances, and prolonged time of exposure. 





ROLE OF FOCAL INFECTION IN THE 
CAUSATION OF GASTRO-INTESTINAL 
DISEASE* 


By Joun L. Jetxs, M.D., F.A.CS., 
Memphis, Tenn. 


This is a subject so vast in its scope, so much 
in need of thought and scientific research, that 
a large volume might now be written upon it, 
which in the years to come would be a marvel 
for its lack of understanding. Discoveries are 
now being made and happily the scientific mind 
is awakening to this star of promise. 

A few years ago sinus block, purulent tonsils, 
dead teeth and pyorrhea pockets were of no 
special importance to the most learned physi- 
cian and pathologist. I recall an autopsy per- 
formed by Professor Stokes in Baltimore the 
summer of McKinley’s assassination. The sub- 
ject was a young man of perfect physical ap- 
pearance, whose death occurred a few hours 
after the onset of symptoms from hyperpyrexia. 
No disease could be found except a violent 
streptococcic endocarditis. Search was made 
and no external wound or source of the infec- 
tion was found. Yet I remember distinctly that 
there was no inspection of teeth, tonsils or 





*Read in Section on Gastro-Enterology, Southern 
Medical Association, Twentieth Annual Meeting, At- 
lanta, Georgia, November 15-18, 1926. 
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sinuses, whereas these would be inspected first 
today. I mention the dear-doctor’s name in this 
connection, because he was known for his learn- 
ing and thoroughness. This case illustrates a 
point for discussion, namely, some of the state- 
ments I shall make today will be considered, 
perhaps, radical beyond reason. Some three 
years ago I caused laughter when in the dis- 
cussion of the subject of colitis I related this 
fact that I began my inspection in the mouth 
and thence went downward, though I was a 
proctologist. 

In the study of many and varied cases cover- 
ing a period of several years, very few diseases 
either surgical or non-surgical have been ob- 
served by me in which focal infection failed to 
play an important part, and even gastric and 
intestinal cancer are not excepted. For the sake 
of brevity, I will recount a few important con- 
ditions which I am usually able to trace directly 


.or by strong suggestion to a primary focus of 


infection: gastric and duodenal ulcer, chole- 
cystitis and cholelithiasis, empyema of the gall 
bladder, intestinal cancer, chronic enteritis ex- 
cept that which is parasitic, appendicitis except 
that in which foreign bodies are found, colitis 
except parasitic and bacillary cases, pericolic 
veils or so-called Jackson’s membrane, proctitis 
and cryptitis unless they are parasitic, syphilitic 
or gonorrheal. 

Some of you may recall cases enumerated in 
this list in which no focus of infection was 
found. The contention of negative findings is 
never conclusive, and only positive findings are 
worth anything to statistics in these conditions. 
I have seen cases in which the focus was not 
found by able gastro-enterologists and others, 
but I had the advantage of a later study when 
the focal origin seemed conclusive. My con- 
tention upsets some pet theories such as the 
seasonal recurrence of peptic ulcers, also of the 
so-called nervous diarrheas and indigestion, and 
that most puerile inclusion in our nomenclature, 
“mucus colitis.” 


The seasonal recurrence does not negative the 
focal origin, but should make us more diligent 
in searching for and cleaning up a focus before 
the recurrence. The same focal origin or cause 
of the diarrhea is capable of making one ner- 
vous, and the resulting intestinal irritation and 
inflammation will probably cause many and 
varied nervous manifestations, and any colitis 
will cause the glands to secrete an excess of 
mucus. : 

It has been my custom to select for immediate 
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operation only those cases presenting emergency 
indications, while in subacute appendicitis and 


- chronic gall bladder infection I deem it to the 


best interest of the patient to have these foci 
cleaned up first. Recently a patient was thus 
advised, and she informed me that another sur- 
geon had made the same diagnosis of gall blad- 
der disease and a subacute appendicitis, and 
had also observed the very serious necrosis 
which surrounded three teeth, but he advised 
her not to disturb that “sleeping lion” until the 
gall bladder was removed. I could not agree to 
this and she appealed the case to an internist, 
who settled it as I had advised. 

I have seen many cases of pure streptococcic 
proctocolitis. The appearance through the 
sigmoidoscope seems to me so characteristic that 
I flatter myself that I am able to single them 
out without a microscope or culture, which one 
or both later I seldom omit. The mucosa is 
very red in these cases if they are acute. Less 
mucus is secreted than in parasitic cases, but in 
some of them dehydration is quite rapid. The 
hemoglobin is not so disturbed and a high leuco- 
cyte count may be observed: Certainly always 
an increase of leucocytes is seen in acute cases, 
which reverses the rule for uncomplicated amebic 
infections. Another fact is that in several such 
cases I have encountered exacerbation of the 
condition and of symptoms when these foci have 
been attacked. It would appear, therefore, that 
my surgeon friend was not far away in his ref- 
erence to the “sleeping lion.” However, I take 
issue with him on the ground that he will not 
cure his patient before he eradicates them. 
There continues the constant stream of infec- 
tion, which gives preference to the injured 
organs. If these foci remain, adhesions are 
more liable to be reestablished and perhaps 
troublesome new ones to form. 

I have chosen one illustrative case to present 
in this connection. 

This gentleman was referred to Base Hospital 88 
with a diagnosis of amebic dysentery and rectal stric- 
ture. The former he did not have and the latter was 
spastic. Trouble began in 1918, with headaches and 
discharge from the nose, following which he had twenty 
operations for the relief of the nasal discharge. In 
1921, he began to have gastric disturbance and trouble 
with hemorrhoids for which hemorrhoidectomy was 
done, without any improvement. Following the hem- 
orrhoidectomy the diagnosis of rectal stricture was 
made. At the time of admission to the hospital, ex- 
amination of the nose showed a thick, purulent dis- 
charge from the antrums and ethmoids; the x-ray 
showed considerable increase in density in all sinuses; 


proctoscopic examination showed spastic narrowing of 
the rectum, and the sigmoidoscope was inserted with 
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some difficulty. There was a marked spasticity and 
there were many superficial ulcers, irregular, ragged 
and not undermined. They were covered with a dirty 
yellowish gray membrane, and bled profusely when 
this membrane was removed. Smears for ameba were 
negative, and also for tubercle bacilli. Culture showed 
streptococci, B. coli; B. capsulatus and B. bifidus. 
X-ray showed nine abscessed teeth. A barium enema 
showed the lower 2.5 inches of the rectum almost com- 
pletely obliterated with considerable dilatation just 
above this point, and marked narrowing of the sigmoid 
and colon. 

The treatment consisted of extraction of all abscessed 
teeth. After each extraction the patient suffered from 
severe intestinal hemorrhages. A radical antrum opera- 
tion was performed following which the patient had a 
severe intestinal hemorrhage. He was given a colonic 
irrigation of mercurochrome, 1-500 in normal saline 
solution daily, 0.9 gm. neo-arspenamin weekly; and 
3 gm. of sodium iodid intravenously every second day. 
This treatment was carried out for some time with 60 
days interruption during the months of July and 
August. The patient was seen Feb. 16, 1926, at which 
time he had gained 37 pounds in weight, was having 
no trouble with his bowels or with his sinuses, and he 
made the trip from Muskogee, Oklahoma, to Memphis, 
Tennessee, for an examination to determine if he was 
justified in going to work at that time. He stated that 
he was feeling better than he had been since 1918, and 
so far as I know there was nothing wrong with him. 
The colitis at this time had disappeared, the spasticity 
was all gone, and so were the strictures. He was ap- 
parently a normal man again. 

While a rectal case was being prepared for me 
to operate in a clinic held in Indianapolis, by 
the American Proctologic Society last spring, I 
made these observations concerning mouth and 
other focal infections above. 

“This invalidism probably originated in a badly in- 
fected mouth. When medical science teaches mankind 
the dangers of just two micro-organisms, namely, the 
streptococcus and the colon bacillus, whose normal 
habitat is the ailmentary tract, and learns to control 
their ravages in the human host, our longevity will be 
raised to one hundred years and our youth to half a 
century. We mix streptococci with our food and con- 
vey them to the most vital recesses of our organism. 
They open the portals of our intestinal mucosa, and 
invite the colon bacillus to enter. Together they enter 
our blood vessels and play havoc in the vascular walls, 
where deposits of reactive products make them inse- 
cure, less resistant. The intestines are thus less capable 
of performing their digestive function, and in cases of 
proctocolitis from whatever primary cause, these col- 
lateral infections add insult to injury.” 

Cases of this type have undoubtedly increased 
during the last few years, and there must be a 
reason. This phase I should like to have dis- 
cussed. I should like to know whether there 
are actually more streptococcic mouth and 
throat infections than in former years. I trust 
that the pediatricians will note these observa- 
tions, for the origin of many infantile diarrheas 
can be traced to mouth and throat infections, 
and with this idea in mind, infant mortality may 
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be reduced. But education of the mothers, and 
closer inspections by the family physicians will 
go a long way toward controlling these cases 
before infants are hopelessly dehydrated. These 
infections may or may not be primary factors in 
amebic cases. Indeed, they may play an im- 
portant role. 

In 1914,? in discussing the Lane and Coffey 
theories of the etiology of pericolic veils and 
membranes I advanced a new theory as to the 
cause of these veils. I expressed the view that 
only those membranes which came off from the 
parietes were prenatal, and that the so-called 
veils or Jackson membranes were caused by 
streptococcic infection which came from mouth, 
throat and sinus infections, and set up a colitis. 
The infection thus established, extended through 
all the coats of the intestines, setting up a tran- 
sudative inflammatory deposit, which resulted in 
the development of these adventitious mem- 
branes. This theory I hold today, and I am 
more convinced that the contention then made 
was correct. 

DIVERTICULOSIS 


A disease said to occur in the fat and forty, 
has not been viewed as I view the condition 
from an etiologic standpoint. The first case to 
be illustrated has about the history that you 
would expect. 

For years the patient suffered from hemorrhoids and 
defective intestinal elimination, pyorrhea alveolaris, 
chronic tonsillitis, dead, abscessed and crowned teeth, 
neuritis, chronic colitis and a spastic colon. His rectal 
and sigmoid mucosa presented about the appearance of 
a turkey’s snout on a cold and frosty morning. He 
had the four factors which enter into the causation of 
his remarkable condition, namely: chronic mouth and 
throat infection, infected, ulcerated and spastic colon; 
defective intestinal drainage, and was a big eater and 
led a languid life. To consider such a pathological con- 
dition of the colon with amebic ulceration is to doubt 
recovery. 

THE SPASTIC COLON 


I have never seen a classical spastic colon, in 
which there was not found an infection above, 
or the history of such an infection which had 
been cleared up. It is in this class of cases that 
we find the most miserable chronic complainers. 
They are never well and often receive less sym- 
pathy and consideration than they deserve. 
Some have become drug addicts, and others were 
the psychic gland therapy converts. 

I have often been confident that a cryptitis 
resulted from the pus coming down from pyor- 
rhea, pussy tonsils or sinuses and finding lodg- 
ment in the crypts of Morgagni. Pruritis may 
then become a natural sequence, as also peri- 
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rectal infections, abscesses and fistulae, ulcera- 
tions and hemorrhoids. These conditions and 
cases have been of intense interest to me; so 
much so that I have hoped others hearing the 
discussions which follow will seek the truth con- 
cerning their origin. 
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DISCUSSION (Abstract) 


Dr. George M. Niles, Atlanta, Ga—There is but one 
phase of the subject of focal infection that I wish to 
discuss today.. That is focal infection arising from 
static bile in the gall bladder. Empyema of the gall 
bladder was mentioned in the paper. We can have the 
same results without empyema. Focal infection can 
come from a collection of pathologic bile, not neces- 
sarily with gallstones. The results of such an infec- 
tion are very widespread and varying in character. 
Sometimes they manifest themselves in gastric and in- 
testinal flatulence which gives rise to the noted epigram 
to watch out for gall bladder trouble when the patient 
is fair, fat and forty and belches gas. 

Then we have the other disturbances which are 
sometimes called dyspeptic. We have the heart-burn, 
the sour and acid stomach, distress after meals and all 
those manifestations of indigestion. We can also have 
migrain of varying intensity. Bronchial asthma may 
come from an infected gall bladder and improve or 
disappear when the infected gall bladder is cleaned up. 


Arthritic conditions also may be due to a gall blad- 
der which does not function properly. 

You will remember that in mythological lore one of 
the twelve tasks of Hercules was to clean up the 
Augean stables. At that time King Augeas had over 
three thousand horses and, being very careless about 
sanitary affairs, his stables had not been cleansed for 
over thirty years. The legend says that Hercules turned 
into those stables the rivers Alpheus and Peneus and 
in twenty-four hours the stables were thoroughly 
cleansed and that terrible stench disappeared. 

Now, many of our patients have a miniature Augean 
stable that they carry around with them in the form 
of a dirty and infected and poorly functioning gall 
bladder, which by our efforts we can cleanse for them. 


Dr. J. A. Witherspoon, Nashville, Tenn—For many 
of the gastro-intestinal diseases focal infections are 
responsible: colonic infections, infections of the gall 
bladder, of the teeth, and so on. I think we are not 
paying enough attention to colonic infections. Very 
few people really empty the colon. If after having 
their normal bowel action they would take an enema, 
they would find that they passed more fecal material 
which had been retained in the colon than they had 
originally passed. There is no doubt ‘that many infec- 
tions come from this source. The gall bladder is also a 
grave source of infection. 

Dental infections which are very important cannot 
be diagnosed by any dentist living. : 

I do not think we have paid enough attention to focal 
infections coming from the prostrate. 


Dr. Max Einhorn, New York, N. Y.—I do not doubt 
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that focal infections play some part in diseases of dif- 
ferent natures, but very often nowadays we pay too 
much attention to the removal of these focal spots 
without considering that sometimes we may be able to 
do something for the patient by strengthening the gen- 
eral forces of the organism. Now a living being is 
different from any other substance of organic matter 
not living in that dead organic matter can be attacked 
by small micro-organisms if it is not protected very 
thoroughly. The living organism protects itself. Trees 
usually do not die of infections, but keep on growing 
for many years and ultimately get old, and then they 
begin to show signs of infection. 


You will see a parasitic growth developing on the 
stem or trunk of the tree which shows that with the 
beginning decay of the living matter there comes the de- 
velopment of some micro-organisms which are stronger, 
being new and not old, and they attack that other 
living organism which is becoming decrepit. It is the 
same way in our own organism. If you have a bad 
tree that is not so very old and you want to protect 
it, you ask the aid of a forester. At first he ascer- 
tains if the soil is all right, and if he finds that the soil 
is poor, that the nutrition of the tree is interfered 
with, he advises fertilizing material at the root and in 
the soil, and after a while you will see the tree begin- 
ning to improve, and the infection ceases of itself, in 
many cases. 


In our organism we should certainly first look around 
and see whether the body is in good condition; whether 
we keep up nutrition in the right way; whether the 
patient is getting the right diet and whether he takes 
enough food. If there is something wrong we should 
first try to improve those deficiencies which we dis- 
cover. An invalid with a chronic disease from which 
he had been suffering for years may have had an in- 
sufficient amount of nourishment. If we increase the 
amount of food that patient becomes a different being 
and is able to fight his disease without the aid of 
surgery. 

These points are of great importance. You will find 
that a great many patients suffering with chronic con- 
stipation, colitis, and so forth, will improve of them- 
selves with good nutrition. 

If we have discovered a diseased gall bladder and 
examine the bile, we can see the micro-organisms in 
great numbers, and if we have localized the spot of in- 
fection, and it cannot be improved by general medical 
means, then it is a surgical case. But I would say, first 
try all means that you have at your disposal to give 
the organism a chance to fight the disease. If it ap- 
pears unsuccessful, if the disease has gone too far and 
it seems certain that the spot can be removed, surgery 
should be applied. 


Dr. M. F. Arbuckle, St. Louis, Mo—Dr. Jelks has 
made statements regarding the etiological relation of 
nasal suppuration to gastro-intestinal disorders, which 
probably are not generally accepted. I think he is right 
and have for some time held this point of view. We 
are, of course, unable to explain to our satisfaction 
many questions which arise in such a consideration, but 
my conclusions are based on clinical results, which, if 
correctly interpreted and repeatedly seen, offer strong 
evidence. 

To me it is readily conceivable that a constant flow 
of pus and bacteria down the esophagus, which usually 
occurs in empyema of,one or more of the nasal sinuses, 
should sooner or later cause irritation in the gastro- 
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intestinal tract, and finally result in lesions such as 
ulcer or chronic inflammation. 

We are not sufficiently well acquainted with the 
nerve supply of the gastro-intestinal tract to discuss it 
with assurance. We do know, however, that irritation 
of the nasal ganglion, with pain in the head, is some- 
times associated with discomfort, or even severe pain, 
in the region of the stomach, and nausea and vomiting. 
We also know that such pain and nausea frequently 
can be stopped by cocainization of the nasal ganglion. 
This picture may be the result of irritation of the nasal 
ganglion by changes in the sinus walls secondary to 
chronic sinus disease. It is conceivable to me that the 
function of the secretory and motor nerve supply of 
the stomach and intestines may be disturbed reflexly 
by a similar process. 

It has been proven repeatedly at the St. Louis Chil- 
dren’s Hospital that infection of the upper respiratory 
tract and ears of infants and children cause vomiting 
and diarrhea. 


Dr. John J. Shea, Memphis, Tenn—We have found 
two classes of focal infections, especially in children: 
one is the intestinal, the patients showing dehydration 
in the winter months following the influenzas that have 
been due to acute infections of the mastoid. Dr. Ar- 
buckle, Dr. Marriott and many men in pediatrics and 
rhinology have had the same experience. These cases 
are not typical purulent mastoids. They are merely 
acute streptococcic infections of the infantile mastoid 
antrum. They will not clear up until we have drained 
the mastoids. It does not take a surgical operation 
such as is necessary for the acute purulent infections 
and suppurations of the mastoid. Sometimes a simple 
drainage by myringotomy can be accomplished, but 
often the mastoid antrum must be drained. In the in- 
fections that involve the kidneys more than the in- 
testines the children do not have a dehydration but 
they are put on fluids. Those infections as a rule are 
staphylococcic, and after being drained the patients re- 
turn to their normal weight. 


This work is at present in its infancy. 





THE PROPER RELATION BETWEEN THE 
HEALTH OFFICER AND THE 
PHYSICIAN* 


By Fe.tx J. UNDERwoop, M.D., 
Jackson, Miss. 


In order that we may properly understand 
this question, we must first clearly recognize the 
relation of the physician to his patients and to 
the state. Once we get a thorough understand- 
ing of these relationships, then the relationship 
of the health officer to the physician can be 
readily understood. . 

The success which any health officer attains 
in the performance of his duty will be very 
largely dependent upon the support and cooper- 





*Read in Section on Public Health, Southern Med- 
ical Association, Twentieth Annual Meeting, Atlanta, 
Georgia, November 15-18, 1926. 
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ation which he receives from the physicians in 
the community over which he has jurisdiction. 
This is an axiom which all health officers must 
recognize and observe. 


Between the physician and his patient there 
exists the most intimate and confidential rela- 
tionship. So well is this recognized that our 
legislatures and courts have established the right 
to hold inviolate information received by the 
physician in the course of his professional con- 
tact with his patient. So long as the welfare of 
the community is not involved, or the health of 
others is not hazarded, then the physician is un- 
der moral and legal obligations to hold sacred 
his information. 


In his relation to the state, we find a very 
close and binding obligation. The physician 
owes his right to practice his profession in the 
community in which he lives, to the state. The 
state through its constitutional powers prescribes 
certain conditions which must be met by the 
physician before this right to practice can be 
conferred upon him. The object of this is for 
the protection of the public against unqualified 
practitioners who could, if unrestricted, do much 
harm to those who might be led to commit their 
health and lives into his care. 


The state being satisfied as to the qualifica- 
tions of the one seeking to practice as a physi- 
cian, issues a permit or license, but with certain 
requirements and restrictions, which must be 
observed by the physician. The state specifi- 
cally reserves the right to make such changes in 
these requirements and restrictions as may from 
time to time become necessary to protect the 
health and lives of its citizens. It is under these 
conditions that every physician accepts the li- 
cense to practice his profession. 

Among the requirements which the state im- 
poses upon the physician are the reporting of 
births and deaths and the reporting of certain 
diseases which are communicable from one per- 
son to another. Among the restrictions are the 
prohibition of the performance of certain oper- 
ations and the administration of certain drugs, 
the object of these requirements and restrictions 
being for the public good. 

We emphasize these things for the purpose of 
bringing out this fact: that the state reserves 
the right to say when information obtained by 
the physician in the course of his professional 
contact ceases to be held confidential, but is re- 
quired to be reported to the state for the public 
welfare. The duty of the state is two-fold, the 
protection of the individual and the protection 
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of the public at large. When these conflict, then 
the protection of the public takes precedence. In 
other words, the theory of “the greatest good to 
the greatest number” predominates. 

When the physician discovers during his pro- 
fessional work a case of any communicable dis- 
ease, the state requires that he, as an agent of 
the state, shall immediately notify the state of 
this fact in order that the necessary steps may 
be taken to protect the rest of the community, 

With this comprehension of the relationship 
existing between the physician, his patients and 
the state, we are in position more intelligently 
to consider the relationship between the health 
officer and the physician. 

The health officer is the official representative 
of the public and of the state. He is appointed 
for the purpose of safeguarding and protecting 
the health and lives of the citizens under his 
jurisdiction. As the representative of the public 
and the state, he is the official designated by the 
state to receive from the physicians the various 
reports required of them by the state. 

In the performance of his duty, the health 
officer is required to see that all requirements 
promulgated by the state, or by any subdivision 
thereof, through power delegated to it by the 
state, for the protection of the health and wel- 
fare of the citizens, are faithfully and impartially 
carried out. This duty brings him into very 
close relationship with the physician, and the 
success which any health officer attains in the 
performance of his duty will be very largely de- 
pendent upon the support and cooperation which 
he receives from the physicians in the commu- 
nity over which he has jurisdiction. 

This relationship calls for a keen understand- 
ing by the health officer of the problems of the 
physician; it calls for a bond of good fellowship 
between them; for a knowledge of the part that 
both have to play in the protection and pres- 
ervation of health and lives of those in the 
community of which they are a part, this latter 
being the object which both of them have in 
view. 

While the health officer, by law, is granted 
more powerful authority than practically any 
other individual, yet he should realize that it is 
only to be used in extreme cases, and only when 
the use of more tactful measures fails. He should 
always remember that persuasion, rather than 
force, accomplishes more satisfactory results. 

The health officer in his dealings with the 
physician should be extremely tactful. Instead 
of antagonizing him, he should be able to show 
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how they can be mutually helpful to each’other. 
He should realize that the average physician has 
not made a special study of public health prob- 
lems, but has been more concerned with the 
effect and the cure of disease in the individual. 
Therefore, he should be prepared to explain, if 
necessary, the reason for the public interest in 
matters where he is called upon to intervene. 
He should make the physician feel that his ad- 
vice and aid are always at his service and that 
he desires to protect his interest as well as that 
of the public at large. 

The health officer in his dealings with the 
public should never lose an opportunity to im- 
press the fact of the important part which the 
physician plays in the general welfare of the 
community. He should especially emphasize the 
importance and necessity for the individual to 
consult his physician in order to keep well rather 
than to wait for sickness to come and then ex- 
pect a cure. He should, in other words, advo- 
cate preventive medicine, which will undoubtedly 
be the practice of the future to a larger and 
larger degree. 

In a word, the relationship of the health offi- 
cer to the physician should be one of friendli- 
ness, mutual helpfulness and genuine whole- 
hearted cooperation in everything which per- 
tains to the health and prolongation of the lives 
of the citizens in their community, because it is 
only in this way that each of them can best 
succeed in the performance of the duty that de- 
volves upon them. 

The medical profession is solidly behind the 
tactful, well trained, practical, health officer. 
The relation between the medical profession and 
the health officer should be most harmonious. 
Of course, we all know that this is not always 
the case. In some instances the blame is to be 
attached to one side, and in other instances, the 
other. Given a competent, conscientious and 
industrious health officer we may expect the 
hearty cooperation of the rank and file of the 
physicians under his jurisdiction. Occasionally 
this end is not accomplished on account of some 
unfortunate trait,in the personality of the health 
officer. He may be devoid of tact, and antag- 
onize the physicians with whom he comes in 
contact, or he may be too much impressed with 
the authority of his office, and gain the ill will 
of the practicing fraternity by posing as an 
autocrat. 

It is right and proper that the health officer 
should use the authority of his position to com- 
pel the cooperation of those members of the 






profession who are either too lazy or too indiffer- 
ent to meet the routine requirements of the state, 
such as the proper reporting of the births and 
deaths, and the quarantining of contagious dis- 
eases. It is the duty of the health officer to see 
that all of the physicians comply with the laws 
on this subject. Hasty and ill-considered action 
taken against the physician who neglects these 
things occasionally when he is pre-occupied with 
his professional work cannot be condemned too 
strongly. The physician who continues to neg- 
lect the requirements of the law after he has 
been reminded two or three times deserves no 
further leniency. We know of some physicians 
who boast that they do not make the required 
reports unless they care to do so. Fortunately 
the number of these men is small. Health offi- 
cers who do not prosecute them are either neg- 
lectful or cowardly. In the end they will win 
the respect of both the physician and the public 
at large if they compel this negligible number 
of the profession to meet the requirements of 
law. 


The duties of the health officer in. a large 
community are so manifold and so exact that 
they require the full-time services of a competent 
man. Compensation for this work should be 
sufficiently satisfactory to attract to it the men 
of better qualifications. If a low wage is paid 
we may expect to have the place filled by some 
poorly trained officer. The administration of 
public health on that basis is worse than having 
no department at all. Such a man, poorly 
equipped and ill-trained, will not have the re- 
spect and cheerful cooperation of the physicians 
in the community. The proper administration 
of public health should be upon a high plane by 
the best qualified executive obtainable for the 
position. 

The best dollars a county can spend are those 
invested in a full-time county health depart- 
ment. 


DISCUSSION (Abstract) 


Dr. C. C. Bass, New Orleans, La—I have been very 
deeply interested in questions of public health for a 
number of years, and particularly during the last few 
years, from the standpoint of medical education. Pre- 
ventive medicine, including public health activities, and 
also prevention of diseases as applied to the individual, 
is here to stay. The medical profession is either going 
to furnish this kind of health service or it will be fur- 
nished by some one else. A more enlightened people 
will certainly demand it more and more. 

I believe that a part of the training of every medical 
student should include the rules and regulations with 
regard to reporting sickness, births and deaths. Every 
student when he graduates should know what the duties 
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of the profession in his state are with reference to its 
health agencies, and how to perform them. 

Not only should the student, when he graduates, 
know his duty with reference to the health of the com- 
munity, public health, but he should also recognize his 
duty in prevention of disease in the individual. He 
should realize that making periodical health examina- 
tions is a part of the service which he is prepared to 
offer and he should practice prevention of disease in the 
individual just as he does curative medicine. 


Finally, a subject which I hope to see the medical 
profession pay more attention to, is that of oral hygiene. 
The examination of patients should always include 
proper examination of the mouth and teeth and proper 
advice should always include advice thoroughly to 
cleanse the mouth and teeth one or more times each 
day, always including one time just before retiring at 
night. This is one of the most important things that 
an individual can do for the preservation of his health 
and promotion of longevity. A large part of the service 
of the medical profession is for the purpose of promot- 
ing health and longevity, therefore due consideration 
should always be given to oral hygiene. 


Dr. J. A. Hayne, Columbia, S. C—The health officer 
should be a physician so that he may understand how 
physicians feel toward each other. I can not see how 
a health officer who is not a physician could under- 
stand the intimate relationship which exists in the medi- 
cal profession. 

The point that Dr. Bass brought out is the most im- 
portant of all, if we are to have a proper relationship, 
namely: during the four years the man is at college he 
should be taught his relationship to the public. He is 
taught for four years his relationship to his patient, but 
is taught nothing whatsoever regarding his relationship 
to his community and the family of the patient. 


Realizing this fact nine years ago I took it upon my- 
self as a State Health Officer to give to my medical 
college and department lectures, on what? Not on 
preventive medicine, because they have a good course 
in that, but to the seniors who were going into the 
world to practice medicine, lectures on public health 
administration, and the relationship between the physi- 
cian and the public. They are given a thorough exami- 
nation, both written and oral, on this subject. They 
are required to make 75 on this subject, and I am re- 
quired to sign diplomas. I am a full professor and 
enabled to turn down anybody who does not pass this 
examination. We ask, “What are the functions of the 
U.S. Public Health Service?” ‘Where are its bureaus?” 
and “What duties come under each bureau?” “What 
are. the duties of the State Board of Health?” “What 
departments are under the State Board, and what are 
their duties?” “What is a local board of health, and 
how are the functions carried out?” They also know 
their relationship to the public when they graduate, and, 
as I have sent a number to Alabama, Mississippi and 
other benighted states, I feel I am doing good mis- 
sionary work! 
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A THORACIC SYNDROME ACCOMPANY. 
ING INCREASE OF ABDOMINAL 
PRESSURE* 


By J. Birney Guturir, M.D.,** 
New Orleans, La. 


In 1919, I read before this Association a dis- 
cussion of the changes in the thorax observed in 
ascites of more or less recent origin. I then 
described a fairly typical picture of compression 
of the left lung with the signs which accompany 
it, that occurred when the diaphragm was dis- 
placed upward by increased intra-abdominal 
pressure. In this series of cases fluid accumu- 
lations in the abdomen constituted the cause of 
the alteration of pressure. It was apparent that 
the left lung suffered most in the way of upward 
compression and it was noted that the Kroenig 
isthmus of resonance at the left apex was di- 
minished in area. The lower border of the left 
lung was elevated to a position higher than the 
right and the width of the area at the base of 
the heart containing the aorta and great vessels 
was increased in transverse diameter, depend- 
ing, of course, on the degree of abdominal 
distension. 

The field in which we first made these studies 
was further worked by means of evacuation of 
ascitic accumulations in steps. However no 
pressure readings were made of the fluid within 
the abdomen through fear of infection. We 
have had to content ourselves with watching 
the gradual disappearance of the thoracic syn- 
drome as the ascites was evacuated. 

We have been able in normals to produce the 
same thoracic syndrome, which we then de- 
scribed, by pneumatic compression from with- 
out, and to confirm by radiograms the displace- 
ment of the diaphragm and diminution of lung 
volume which occurs. 

The Kroenig apex area is a clinical area and 
cannot be demonstrated by radiogram. It is 
the line of intersection of the resonant areas of 
the lungs at the apices with the curvature of the 
skin and underlying structures. It would seem 
to be normally symmetrical and not as its 
discoverer, Kroenig, believed, greater in area on 
the right side than on the left. Observations 


*Read in Section on Medicine, 
AsSociation, Twentieth Annual 
Georgia, November 15-18, 1926. 

**Professor of Clinical Medicine, Tulane University 
of Louisiana; Colonel, Med. Res., A. 
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of this area made continuously during many 
years furnish data upon which are based the 
conclusions regarding the symmetry, in point of 
size, of these two areas. 

The study of the effect of the various phases 
of pregnancy was most interesting. Twenty-one 
patients were examined at a stage varying from 
three months to nearly term. It was apparent 
that the comparative mobility of the diaphragm 
on the left side here as well as in the cases of 
tumor and ascites explained the signs which 
were obtained: (1) diminution of Kroenig area 
on the left side anterior and posterior with dis- 
placement of the outer posterior boundary of 
this area from 1 to 3 cm. internal to the tu- 
bercle of the spine of the scapula where nor- 
mally it is found; (2) enlargement of transverse 
mediastinal dullness at the base of the heart in 
front; (3) elevation of the apex of the heart; 
(4) elevation of the left posterior and inferior 
lung border to a point higher than that of its 
fellow on the right. These phenomena were of 
gradual development and occurred in all cases 
excepting those women whose abdominal walls 
permitted the uterus to lie in a position of ex- 
treme anteversion, the so-called “spitz bauch.” 

The determination of this mobility of the left 
diaphragm apparently furnishes the most satis- 
factory explanation of the preponderance of the 
left anterior presentation of the vertex. Satis- 
factory explanation of this has heretofore been 
lacking. It is of importance to know that, nor- 
mally, as pregnancy advances from the’ third 
month, the left apex of the lung is compressed 
gradually by the increase of general abdominal 
pressure. This is secondary to the increasing 
bulk of the pregnant uterus. The Kroenig area 
is diminished on the left, with a corresponding 
impairment of percussion note at the left apex. 
If we find the opposite conditions on physical 
examination, we look for another cause than 
abdominal encroachment. 

We have been able by these studies to build 
a picture of the modifications that occur under 
ordinary conditions, and when we find an ex- 
ception, namely, right-sided shrinking of the 
Kroenig area, we look for some abnormality in 
the right lung itself, or in the right ater and 
above the diaphragm. 

In moderately advanced cases, of pregnancy, 
up to seven and one-half months, as well as in 
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some of the cases of ascites, the change from 
upright to dorsal lying position was accom- 
panied by the disappearance of the Kroenig 
area sign. The left area became entirely normal 
in the dorsal position. This indicates only a 
diminution of abdominal tension. In the preg- 
nancies before the seventh month, except in the 
cases with extreme anteversion, and as a result 
of the change from erect to dorsal position, the 
uterus was found several centimeters further 
away (below) from the ensiform cartilage. A 
corresponding dropping occurred in the apex 
position of the heart when the patient lay 
down. 

The partial disappearance of the thoracic 
syndrome in the recumbent position we noted 
lately. It constituted one of the surprises in 
the study. It was found that in conditions of 
rather massive abdominal distension from fluid 
the left Kroenig area on lying down became, in © 
its anterior aspect, again normally symmetric 
with its fellow. Also there was a shrinkage in 
the transverse of mediastinal dullness width, and 
a dropping of the apex of the heart in the dorsal 
decubitus position. 

Obviously it is not possible to make note 
of the position of the lungs as regards their 
posterior and inferior borders in the dorsal 
decubitus position. There is every reason, how- 
ever, to believe that these have assumed normal 
relations except under conditions of very great 
abdominal tension. 


CONCLUSIONS 


The author has been able to demonstrate a 
few rather characteristic points useful in 
physical diagnosis of the chest which occur in 
conditions where through increase of abdominal 
pressure, the diaphragm is pushed upward and 
inside the thorax from ies cause within the 
abdomen. 

(1) The left half of the diaphragm is more 
freely movable than the right, and as intra- 
abdominal pressure is increased it is carried 
upward. 

(2) The apex of the heart moves with the 
diaphragm and often a diameter of one whole 
intercostal space is traversed. 

(3) The Kroenig area is diminished on the 
left side during moderate general abdominal 
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compression. The right Kroenig area is then 
practically unchanged. 

(4) The transverse diameter of the vessels 
at the base of the heart is increased by increase 
of abdominal pressure. This I believe is in a 
measure due to a straightening of the aorta, 
as the heart is lifted. I can attribute some of 
this widening to a spread of the superior vena 
cava. The condition is the reverse of the nar- 
rowing described by Fossier incidental to low- 
ering of the heart in splanchnoptosis. There is 
also an increase in the area of cardiac dullness, 
actual and relative, and the heart is increased 
in transverse diameter. 

(5) Normally the posterior and _ inferior 
boundary of lung resonance lies at or near the 
level of the tenth thoracic spine on the left and 
at the ninth thoracic spine on the right. When 
abdominal pressure is increased to a certain 
point, the left base is found higher than the 
right. This is so constant a finding as to point 
in ascites or any other condition of increased 
abdominal pressure, to a lesion above the 
diaphragm on the right side if the lung border 
is found higher on this side. 

(6) The external boundary of the Kroenig 
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area posteriorly we find to rest normally on the 
tubercle of the spine of the scapula on both 
sides. This line in conditions of increased 
abdominal pressure moves inward from the 
tubercle several centimeters, proportionate to 
the degree of the pressure. 

The changes in the apical conditions are the 
narrowing of Kroenig’s area front and back 
and impairment of the percussion note. These 
changes are confined to the left apex during a 
compression of ordinary degree, 40 mm. of mer- 
cury. Extreme pressure equal to 80 mm. of 
mercury applied to the abdominal wall brings 
about reduction in the right Kroenig area also. 

The syndrome above described has been 
studied in various clinical conditions that bring 
about increased pressure in the abdomen: 
ascites; malignancy, with and without ascites; 
abdominal tumors of various types; pregnancy; 
and lastly by compression with a rubber bladder 
held firmly against the abdominal walls and in- 
flated with a pump while connected with a 
manometer. 
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PROGNOSIS IN CANCER OF THE CERVIX 


Carcinoma of the cervix has lent itself rather 
favorably to study, and sometimes has been 
found to yield with surprising readiness to treat- 
ment. On the other hand, its rapid develop- 
ment to an inoperable stage in the absence of 
any marked symptoms, is frequently dishearten- 
ing. 

The surgeon or radiologist usually expects the 
pathologist who examines a piece of tissue to 
give him not only a diagnosis of its malignancy 
or non-malignancy, but often asks him to fore- 
tell the course of the disease from a microscopic 
examination of the submitted specimen. 

Martzloff,’ in 1923, after studying a large 
series of cases, attempted a classification of de- 
gree of malignancy according to cell type, and 
his classification has been followed by a number 
of pathologists. He divided his cases into 
squamous and adenocarcinoma, and further sub- 
divided the squamous into three types named 
from the appearance of the predominating cell. 
These were (1) the spinal, (2) the transitional, 
and (3) the fat spindle cell types, and he esti- 





7. aaa Johns Hopkins Hosp. Bull., 34: 141, 184, 
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mated the first of these as the least malignant, 
the fat spindle as the most malignant. There 
was, he said, a high “percentage cure” in the 
spinal type of cancer, and early occurrence and 
high percentage of inoperable cancer were ob- 
served among the fat spindle types. 


Pemberton,? in Boston, has recently studied 
another series of cervical carcinomas, using 
Martzloff’s classification. He was attempting to 
establish a relation between the treatment of the 
cancer and the cell type, but concluded that 
there was no observable relation. He agrees 
with Martzloff as to the order of malignancy of 
the types, but suggests that cases having more 
stroma than cancer tissue respond more favora- 
bly to treatment than those having more cancer 
tissue than stroma. 

Plaut,2 of New York, analyzed a series of 
cases which appeared at the same time as those 
of Pemberton, and also reviewed and re-ana- 
lyzed Martzloff’s cases. His short series dis- 
agreed with Martzloff’s as to the higher malig- 
nancy of the fat spindle type. Among nine 
“cures” he found four fat spindle cases. Plaut 
observes, as Martzloff and Pemberton also have 
observed, that all the cell types could be found 
in advanced carcinoma. He emphasizes Martz- 
loff’s statement that none of the patients of any 
cell type survived, who had true broad ligament 
involvement, and says, therefore: 

“Does not this constitute an uninterrupted 
chain of evidence that for the greater portion of 
Martzloff’s material one of the chief determin- 
ing factors in prognosis was given by the rate 
of penetration, independent from the cell type? 
For the gynecologist and the practitioner this 
means that they will continue to rely first on the 
result of bimanual examination, well aware cer- 
tainly of the fact that they may mistake a sur- 
rounding hard inflammatory mass for carcino- 
matous involvement.” 





2. Pemberton, F. A.: Relation Between Treatment 
~ of Cancer of the Cervix and the Cell Type. Amer. 
Jour. Obst. & Gyn., 12: 536, Oct. 1926. 


3. Plaut, Alfred: Relation u. Prognosis to the His- 
tological Findings in Carcinoma of the Cervix. 
Surg. Gyn. Obst., 43: 450, Oct. 1926. 
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Plaut believes that the extent of involvement 
is the determining factor in prognosis; but that 
regularity of cell arrangement: corresponds to 
some extent with degree of malignancy, the 
more irregular cell type being more malignant. 

More accurate information regarding malig- 
nancy may in time be available from chemical 
determinations, though at present the known 
chemical differences between normal and tumor 
tissue are slight. Quantitative differences of 
enzymes have been observed in normal and 
tumor tissues and in different types of tumors,* 
and Warburg® has made a number of valuable 
studies upon the metabolism of cancer. Cancer 
tissue is capable of converting glucose into lactic 
acid very rapidly, but the removal of lactic acid 
which occurs readily in normal tissue, is not so 
rapid. If slices of tumor tissue are placed in a 
Ringer’s solution containing glucose, large 
amounts of lactic acid accumulate, which can 
not be observed around normal tissue. Cancer 
tissue was noted by Holmes® in a short series of 
cases to be deficient in its content of glutathione, 
an organic sulphur compound which is present 
commonly in large quantity in normal tissue, 
and which plays a part in oxidative reactions. 
It was almost entirely absent from the cancerous 
tissue which he examined. But these differences 
have as yet certainly no bearing upon prognosis 
in malignancy. 

As the patient appears earlier for diagnosis, 
the physician and research worker will have to 
devise ever surer means of distinguishing malig- 
nant from benign growths, and the more malig- 
nant from the less malignant types. Meantime, 
the surgeon who does not keep abreast of ad- 
vances in pathology and does not understand its 
difficulties will demand too much or too little of 
his assistant, the pathologist, and his own work 
will suffer accordingly. 


4. Wells: Chemical Pathology. Fifth Ed. W. B. 
Saunders Co., 1925. 

5. Falk, K. G.: Chemistry of Enzyme Actions. 
Chemical Catalogue Co., 1924. Quoted by 4. . 


6. Holmes, B. E.: Oxidative Mechanism of Tumor 
Tissue. Biochem. Jour. 20: 812, 1926. Quotes 
Warburg, Pcsener Negelein: Biochem. Z., 
152:309, 1924. 


and 
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DIET IN PERNICIOUS ANEMIA 


A series of cases has been reported in the re- 
cent literature of apparent cure or almost unfail- 
ing prompt remission of pernicious anemia, a 
disease long regarded as incurable. A diet con- 
taining large quantities of cooked liver has been 
advocated. | ? 

Extensive animal experimental work has 
paved the way to treatment of anemia by diet. 
A number of workers have observed animals 
with pronounced secondary anemia from bleed- 
ing. Rats, rabbits, dogs, and other subjects 
have been used, and hemoglobin production upon 
various diets has been studied. Koessler, 
Maurer and Loughlin* made observations upon 
rats, which indicate that blood regeneration 
is impossible on a diet which does not con- 
tain vitamin A; and that the rate of blood re- 
generation is a function of the quantity of added 
vitamin A. Whipple and Robscheit-Robbins* 
in the last few years have developed a method 
for very accurate estimation of the effect of dif- 
ferent diets upon hemoglobin and red blood cell 
production, in animals in whom had been main- 
tained a long period of anemia. Their work 
which began in 1920, showed that the amount 
of hemoglobin regeneration could be modified at 
will by dietary control. 

The hemoglobin of dogs was reduced to 40-50 
per cent by periodic bleeding of calculated quan- 
tities, and the bleeding samples were measured 
for total hemoglobin. A good standard diet was 
adopted, upon which the dogs remained healthy, 
but upon which hemoglobin production was not 
marked. Upon addition of given substances to 


1. Minot, G. R.; Fitz, R.; Murphy, W. P.; and Mon- 
roe, R. D.: Observations on Patients with Per- 
nicious Anemia Partaking of a Special Diet. J. A. 
M. A., 86:1861, 1926. 


2. Minot, J. R., and Murphy, W. P.: 
Pernicious Anemia by a Special Diet. 
87:470, 1926. 


3. Koessler, K. K.; Maurer, S.; and Loughlin, R.: 
Relation of Primary and Secondary Anemia to 
Vitamin A Deficiency. J. A. M. A., 87:476, Au- 
gust, 1926. 


4. Whipple, G. H. M., and Robscheit-Robbins, F. S.: 
Blood Regeneration in Severe Anemia. Amer. 
Jour. Physiol., 72:395, 1925. 

Also, p. 408, p. 419, p. 431, ibid. 
Ibid, 79: p. 260, 271, 280, Jan. 1927. 


Treatment of 
J. A.M. A, 
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the standard diet, increase of hemoglobin and 
red blood cell production could be measured. 
Upon addition of liver to the diet, the production 
of hemoglobin during a two weeks’ period was 80 
grams more than upon the standard diet. Liver 
feeding was the most potent factor for sustained 
production of hemoglobin and red blood cells, 
and this reaction was invariable no matter how 
long the anemia had lasted. - Varying the quan- 
tity of liver brought about a corresponding va- 
riation in hemoglobin and red blood cell regen- 
eration. 


They then tried the effect of treating their 
anemias with a number of other foods and 
drugs. Iron they found valuable in severe 
anemia. Germanium dioxid, and arsenic were 
useless. Among green vegetables, spinach 


“was moderately favorable, but in general there 


was no notable increase of hemoglobin on addi- 
tion of green vegetables to the diet, and chloro- 
phyll appeared not to increase hemoglobin pro- 
duction even when the organism was under 
maximal stress. 


Both striated and smooth muscle were favor- 
able dietary factors to produce blood hemo- 
globin in anemic dogs, though smooth muscle in 
general was more favorable than striated. In 
the order of potency of certain meats for 
hemoglobin production they place beef skeletal 
muscle lowest, beef stomach, pig heart, beef 
heart, pig skeletal muscle, pig uterus, and 
chicken gizzard. Two or three hundred grams 
daily of cooked chicken gizzard produced 60-100 
grams per two week period more hemoglobin 
than the control periods. Kidneys of pig and 
beef were also very potent, though fish liver and 
whole fish were almost inert. 


Butter and cream in liberal amounts added 
to the standard diet caused a slight but definite 
increase in the hemoglobin output. Milk was 
not favorable, but was put at the foot of the 
list. This is an observation which should re- 
ceive attention from pediatricians who treat 
anemias in infants and young children. 

Whipple and Robscheit-Robbins believe, after 
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observing the ease with which hemoglobin re- 
generation can be controlled by dietary factors, 
that many types of human anemia may be 
treated to advantage by dietary control rather 
than by other methods. They do not agree with 
Koessler and his co-workers as to the importance 
of vitamin A for blood regeneration; but one set 
of experiments is hardly comparable with the 
other, as the ones use a diet deficient in vitamin 
A. The others use a basal diet containing suffi- 
cient vitamin A for normal nutrition, and add 
to this the food to be tested. Minot and Mur- 
phy,! * with their forty-five cases of human 
pernicious anemia, used a full and varied diet, 
low in fat, to which cooked liver was added. 

The work of the last year will probably inau- 
gurate an era of clinical investigation of diet in 
pernicious anemia. It will be of interest to ob- 
serve in cases of prolonged liver feeding which 
show improvement in the blood picture, whether 
hydrochloric acid has any tendency to reappear 
in the stomach. 





DIURETIC ACTION OF PITUITRIN 


Extract of posterior lobe of the pituitary gland 
is known to have a definite effect in controlling 
the thirst and diuresis of diabetes insipidus. In 
a normal subject if pituitary extract is admin- 
istered alone, diuresis follows.2 If considerable 
water is given and then pituitary extract, the 
opposite effect is obtained. If an isotonic or 
concentrated solution of urea and potassium 
chlorid is given before the gland extract, water 
excretion is still high. In other words, pituitary 
extract inhibits the excretion of pure water, but 
not, according to Adolph and Ericson, of water 
and certain salts. 





1. Minot, G. R.; Fitz, R.; Murphy, W. P.; and Mon- 
roe, R. D.: Observations on Patients with Per- 
nicious Anemia Partaking of a Special Diet. J. A. 
M. A., 86:1861, 1926. 


2. Minot, J. R., and Murphy, W. P.: Treatment of 
Pernicious Anemia by a Special Diet. J. A. M. A., 
87:470, 1926. 

8. Cushing: Pharmacology and Therapeutics, p. 395, 
Lea & Febiger, 1924. 

4. Adolph, E. F.; and Ericson, G.: Pituitrin and 
Diuresis in Man. Amer. Jour. Physiol., 74:377, 
Jan. 1927. 
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Stehle' considers the diuretic action to depend 
upon an indirect effect upon the kidneys. It is 
known, he says, that pituitary extract causes in- 
creased excretion of chlorids. It also causes in- 
creased excretion of potassium, calcium, and 
phosphorus. These ions are released from the 
tissues into the blood stream, and the kidney 
takes water to dissolve and throw off the elec- 
trolytes. The effect upon the kidney is second- 
ary to the tissue effect. The cause of the ex- 
cessive thirst and urine secretion of diabetes 
insipidus is, he thinks, an electrolyte imbalance 


in the tissues, which in turn is the result of in- 
sufficient secretion of the pituitary gland. 





Correspondence 


CANCER OF THE STOMACH 
Editor, SourHERN MEDICAL JOURNAL: 


In the report of my clinic on “Cancer of the Stom- 
ach,” which appeared in the January, 1927, number 
(page 7) of the SouTHERN MEeEpiIcaL JourRNAL, the de- 
scription of the case that was presented might possibly 
leave one under some doubt as to whether Drs. J. C. 
and Trimble Johnson were not responsible for the med- 
ical treatment of the patient from the beginning of his 
symptoms. It should have been definitely mentioned 
in the account of this case that Drs. Johnson saw the 
patient only a few weeks before he was presented at the 
clinic, and did not treat him during his first illness, 
or during the early course of the disease. The patient 
was doubtless inoperable when they first saw him, and 
their treatment gave as much temporary improvement 
as could be expected. 

I have recently heard from Dr. Trimble Johnson that 
he has lost touch with the patient but reports have 
come to him that the patient is failing rather rapidly. 

I trust that as a matter of justice to Drs. Johnson 
you will publish this letter. 


Very sincerely yours, 


J. SHEetton Horstey, M.D. 
Richmond, Virginia, January 20, 1927. 





Diuretic Anti-Diuretic Action of 


1. Stelle, 
289, Jan. 1927. 


Pituitrin. 


my Ts.% 
Amer. Jour. Physiol., 74: 


‘ SOUTHERN MEDICAL JOURNAL 


February 1927 


Book Reviews 


Diseases of the Skin. By Richard L. Sutton, M.D., 
LL.D., F.R.S. (Edin.), Professor of Diseases of the 
Skin, Uniyersity of Kansas School of Medicine; As- 
sistant Surgeon, United States Navy, Retired; Mem- 
ber of the American Dermatological Association; 
Dermatologist to the Atchison, Topeka and Santa Fe 
Hospital Association; Dermatologist to the Christian 
Church Hospital. Sixth Edition, revised and en- 





larged. 1303 pages ‘with 1147 illustrations and 11 
colored plates. St. Louis: C. V. Mosby Co. Cloth, 
$12,00. 


The sixth edition of Sutton’s well known “Diseases 
of the Skin,” 1303 pages, just off the Mosby press, is a 
distinct improvement of this invaluable work. 

Always comprehensive, a number of the newer der- 
matoses which have been identified as clinical entities 
in recent years, such as mycotic paronychia, congenital 
ectodermal aplasia, cheilitis actinica chronic, etc., have 
been added. 

The book has always been rich in fine illustrations, 
probably exceeding in this respect any other in print in 
this Country. Many new photographs are found in 
this edition. Eight hundred new literary references 
have been appended, too, bringing the bibliography up 
to date. 

The volume is unreservedly recommended. 





Southern Medical News 


ALABAMA 


The Jefferson County Medical Society has elected 
Dr. Cecil D. Gaston, Birmingham, President; Dr. 
George Williamson, Bessemer, Vice-President; Dr. 
Walter B. Hardy, Birmingham, Secretary. 

Houston County Medical Society has elected Dr. 
Henry Green, Dothan, President, succeeding Dr. J. 
Arthur Keyton. : 

A bronze tablet in honor of the late Dr. Richard P. 
Huger, Anniston, will be placed in St. Michael’s Epis- 
copal Church. 

Dr. William D. Sellers has been appointed a mu- 
nicipal physician for Birmingham. 

Dr. David C. Jordon, Guntersville, has been ap- 
pointed Health Officer of Marshall County. 

Dr. James D. Holliman and Miss penne meng’ ares 
both of New Hope, were married November 24. 


Deaths 


Dr. James Luther Akins, Kinston, 
November 11 of chronic nephritis. 

Dr. John Meredith Bonds, Bessemer, aged 47, died 
November 9 at a local hospital following an operation 
for appendicitis. 

Dr. James Henry Ferrell, Birmingham, aged 52, 
died recently of arterio- sclerosis. 

Dr. T. Kent, Birmingham, aged 56, died recently. 

Dr. Thomas Jefferson Springfield, Ensley, aged 77, 
died November 3 of chronic nephritis. 

Dr. Oscar Lee Rivenbark, Hartford, aged 52, died 
September 31 of cerebral hemorrhage. 


(Continued on page 34) 
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HE safety of complete sterilization with 
economy and convenience is the exclusive Points of Safety 


advantage of the new Castle 1515. It sterilizes in Castle Sterilizers 
1 Bottom will not warp or 





dressings, water and instruments easily, and as hnckin.. Sen: eee, heouee 
they should be. casting like a flat iron. 
-_ 2 No rivet holes to cause 
Back of every Castle sterilizer are years of leaks. 

i Wizi i i 3 “C t boil dry” t-off 
research in correct sterilizing technique. This ous sis ee 
1515 is therefore so complete and correct as to all gone. 

j j i i 4 Combined t d 
be a virtual necessity in every busy office. lit means. sterile — 
andies. 











A new folder telling the reasons for complete sterili- 
zation will be sent if you write your name below, 
and mail. 


WILMOT CASTLE COMPANY, 1182 University Avenue, Rochester, N. Y. 
Sterilizers for Physicians, Hospitals and Dentists 


CAS TLE 


FOR CATALOG FILL IN NAME AND ADDRESS—AND MAIL TODAY 
RNGR eRe te feels te Utne es eel a a DD ae eh ess cassseccemanioceles 
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THE 


Tycos 


Sphygmomanometer 






NOG | 3397 


(Actual Price 
Size) $25.00 


The Tycos Self-verifying Sphygmo- 
manometer is built like a fine watch— 
the utmost care being taken to insure 
its dependable action under all circum- 
stances. The needle registers the actual 
pressure when the dial is in any _posi- 
tion, and may be relied upon absolutely 
for the fine determination of systolic, 
diastolic and pulse pressure. The whole 
outfit, including carrying case and steri- 
lizable sleeve, can be conveniently 
carried in the pocket. See them at your 
surgical dealer. 


For Your Library 
BLOOD PRESSURE MANUAL. 


ANALYSIS OF URINE 
CATALOG OF URINALYSIS GLASSWARE. 


These are free, send for them 


Taylor /nstrument Companies 


ROCHESTER, N. Y., U. S. A. 


Canadian Plant, Manufacturing Distributors 
Tycos Building, in Great Britain, 
Toronto Short & Mason, Ltd., London 


There is a Tycos or Taylor Temperature Instru- 
ment for Every Purpose 
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ARKANSAS 


Craighead County Medical Society has elected Dr. 

W. Moreland, President; Dr. Ira Ellis, First Vice- 
President; Dr. Robert B. ‘Burns, Second Vice-Presi- 
dent; Dr. Thad Cothern, Secretary; Dr. W. C. Over- 
street, Treasurer. 

Dr. H. D. Wood, Fayetteville, at a banquet given 
in his honor by the Central Presbyterian Church, was 
presented with a gold watch in recognition of the 
completicn of fifty consecutive years of faithful serv- 
ice as elder of that Church. 


Deaths 


Dr. E. L. Garner, Mammoth Spring, aged 47, died 
— es. 18 of heart disease. 
R. L. Grant, Texarkana, aged 62, died Decem- 
ae 


%. 
Dr. Robert Hardin, Cummins, aged 44, died No- 
vember 22. 

Dr. W. H. Moorhead, Stuttgart, aged 62, died sud- 
denly December 2. 

Dr. Roy Rice, North Little Rock, aged 48, died No- 
vember 18. 

Dr. Hiram L. Throgmorton, Pocahontas, aged 58, 
died November 30. 





DISTRICT OF COLUMBIA 


The Clinical Club of Washington, composed of local 
physicians, was organized recently, with Dr. Everett 
M. Ellison as President; Dr. J. Winthrop Peabody, 
Vice-President; Dr. Harry S. Bernton, Secretary and 
Treasurer; Drs. Fred O. Coe, S. Carl Hanning and 
William J. Stanton, Executive Committee. 

The National Tuberculosis Association, which met 
in Washington in October, elected Dr. Geo. M. Kober, 
Washington, Secretary. . 


Deaths 


Dr. Walter Wheeler Alleger, Washington, aged 66, 
died September 30 at Silver Springs, Maryland, of 
cerebral hemorrhage. 

Dr. William Francis Magruder, Washington, aged 
32, died recently of tuberculosis. 

Dr. Joshua Robert Hayes,, Washington, aged 96, 
died November 4 of heart disease. °* 

Dr. Louis Alward Johnson, Washington, aged 56, 
died November 28 of heart disease. 

Dr. John Ryder Wellington, Washington, aged 61, 
died November 20 of myocarditis following a long 
illness. 





FLORIDA 


The Florida Midland Medicai Society has elected 
Dr. Robert L. Cline, Lakeland, President, and Dr. 
Burdette Smith, Tampa, Secretary. 

Seminole County Medical Society, which has been a 
part of Orange County Medical Society, has formed 
an organization of their own. Dr. Sam _ Puleston, 
Sanford, was elected President; Dr. J. W. Martin, 
Oveido, Vice-President; Dr. Chas. Park, Sanford, Sec- 
retary-Treasurer. 

Dr. J. M. Hoffman, Pensacola, has been appointed 
Acting Secretary of the Escambia County Medical 
Society and will complete the term of the former 
Secretary, Dr. Herbert Snyder: Dr. Snyder was forced 
to resign owing to serious illness in his immediate 
family. 

Dr. Burrel C. Wilson, formerly Director of the 
Grayson County (Kentucky) Health Unit, has been 
appointed Field Medical Officer for the State Board 
of Health of Florida for the Jacksonville District. 

Dr. Joseph Y. Porter, Sr., has been elected Presi- 
dent of the Key West Chamber of Commerce for the 
fifth consecutive year. 

Dr. T. W. Causey’s Hospital at Lakeland was closed 
on November, 10. 

Dr. Julian L. Hargrove has been appointed Business 
Manager of the Polk County Hospital, Bartow. 

Dr. Archie McCallister has been appointed City 
Health Physician of Tarpon Springs. 

Drs. Pennington and Pennington, of Lake Wales, 
have opened a private hospital at that place. 


(Continued on page 36) 
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Dermatological Clinics 
Are Aided by Photography 


What is so hard to describe as a skin infec- 
tion—and yet it is no harder to photograph 
than a black mark on a sheet of paper. And 
the photograph is an accurate — scientifically 
accurate—record while the description is 
accurate only to its author and to him for 
only a limited time. Photographs may be 
interpreted by all. Ask an Eastman Demon- 
strator to tell you more about clinical pho- 


tography. 


Eastman Kodak Company 


Medical Division Rochester, N. Y. 
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SAVE MONEY ON 


YOUR X-RAY SUPPLIES 


Get Our Price List and Discounts 
Before You Purchase 
WE MAY SAVE YOU FROM 10% TO 25% ON X-RAY 
LABORATORY COST 
Among the Many Articles Sold Are 
X-RAY FILM, Eastman, Buck X-Ograph or Agfa Duplitized 
and Dental Film. Heavy discount on standard package 
lots. Eastman, Buck X-Ograph and Just-Rite Dental Film, 


fast or slow emulsions. 





BRADY’S POTTER BUCKY 
DIAPHRAGM insures finest . 
radiographs on heavy parts, such as kidney, spine, gall- 
bladder or heads. 
Curved Top Style—up to 17x17 size cassettes..............$250.00 
Flat Top Style—holds up to 11x14 cassettes..... ..- 175.00 
Flat Top Style—for 14x17 or smaller cassettes...... 260.00 
DEVELOPING TANKS, 4, 5 or 6 compartment stone, will 
end your darkroom troubles. Ship from Chicago, Brooklyn, 
Boston or Virginia. Many sizes of enameled steel tanks. 
INTENSIFYING SCREENS—Buck X-Ograph or Patterson 
Screens for fast exposures, alone, or mounted in cassettes. 
Liberal discounts. All-metal cassettes, several makes. 


If you have a machine GEO. W. BRADY & CO. 
aac 180 So, Western Ave. 
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Dr. M. A. Lischkoff, Pensacola, has been received 
as a Fellow of the American College of Surgeons. 

Dr. S. B. Forbes and Mrs. Helen M. Willis, both of 
Tampa, were married on November 6. 


Deaths 


Dr. Charles Roy Darrow, Fort Lauderdale, aged 55, 
died October 23. 

Dr. Clement Lanier Richardson, Jacksonville, aged 
85, died December 3. After practicing his profession 
in Louisiana over fifty years, Dr. Richardson came 
to Florida to reside with his son, Dr. Shaler Richard- 
son. 

Dr. Louis A. Simmon, Auburndale, aged 76, died in 
October at the home of his daughter in Tampa. 





GEORGIA 


Sumter County Medical Society has elected Dr. Sam 
P. Wise, Plains, President; Dr. J. F. Lunsford, Pres- 
ton, Vice-President, and Dr. Ford Ware, Americus, 
Secretary. , 

Tenth District Medical Society has elected Dr. C. 
S. Jernigan, Sparta, President. 

A prize to be known as the Crawford W. Long 
Memorial Prize for Research Work is to be presented 
yearly for the best piece of original work of merit 
accomplished by any member of the Medical Asso- 
ciation of Georgia in good standing, this being given 
by a donor who is interested in the scientific progress 
of medicine and in stimulating research work in 
Georgia. For the first time this prize is to be com- 
peted for at the next annual’ meeting of the Medical 
Association of Georgia in Athens, May, 1927. Dr. 
Wm. R. Dancy, 102 West Jones Street, Sayannah, is 
Chairman of the Committee, and any information de- 
sired by a contestant can be obtained from him. 

Augusta has been selected for the next convention 
of the Southern Surgical Association. 

Dr. Cleveland Thompson, Millen, was made a Fel- 


(Continued on page 38) 





What Does the Patient 


Think About Your 


Anesthesia? 





Is it economically sound to keep a patient in the 
hospital two or three days longer in order to use a 
cheaper anesthetic? 


Is it clinically better to employ one which is known 
to increase post-operative complications ? 


Is it fair to the patient to cause him unnecessary 
vomiting and pain after an operation? 


Only the best anesthesia popularizes surgery in 
general and a surgeon’s practice in particular. 





Gas-oxygen is the answer. 
Let us send you literature on the subject 


Toledo Technical Appliance Co. 


TOLEDO, OHIO U.S. A. 





McKesson Universal Unit No. 100 
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Have you followed the 
recent developments in 
treating mal-nutrition with 
Knox Sparkling Gelatine 
-and-milk ? Our lab- 
oratory reports will put 
the facts before you.... 





T first, laboratory tests proved the discovery. Then, 

experiments with groups of children (such as the 

one recently conducted at the Christian Herald 
Children’s home) confirmed it. And now, physicians in 
all sections of the country are reporting gratifying re- 
sults in treating malnutrition with Knox Gelatine and 
milk. When the gelatine is dissolved and added to the 
milk, its protective colloidal ability greatly assists full 
digestion—it increases the available nourishment of milk 
about 28%. Because it is unflavored, uncolored and un- 
sweetened only Knox Gelatine should be prescribed. 


Method of Combining Gelatine with Milk: 
Add one teaspoonful of Knox Sparkling Gelatine—which 
should first be soaked ten minutes in a little cold milk 
and then dissolved over hot water or in hot milk—to the 
glass of milk. (In infant feeding formulas use 1 table- 
spoonful of gelatine, dissolved as above, to the quart of 
milk. ) 
From raw material to finished product Knox Spar- 
kling Gelatine is constantly under chemical and bac- 
teriological control, and is never touched by hand 
while in process of manufacture. 
Write for our medical reports and booklets, discussing 
malnutrition, infant feeding, liquid and soft diets, and 
other phases in gelatine’s value to medicine. 


KNOX GELATINE LABORATORIES 
408 Knox Ave., Johnstown, N. Y. 
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GELATINE 


“The Highest Quality for Health’ 
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Specialists Like the 1 416-S 


It Sterilizes Everything 


é i IME and space are both saved by the efficient 
combination—one of the most popular of 
the Lincoln Models. 

While the Steam Sterilizer is simultaneously 
boiling instruments and steam-sterilizing dress- 
ings, the Water Sterilizer is preparing two and a 
half gallons of sterile water. 

The Cabinet has plenty of storage space for 
dressings and towels, as well as a drawer for in- 
struments. A neat pilot light illuminates the in- 
terior and tells you whether Sterilizers are on 
or off. 

Complete details of the 1416-S and other 
Lincoln Models gladly mailed on request. 


THE PELTON & CRANE COMPANY 
Detroit, Michigan 


PELTON 


Indestructible Sterilizers 
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low of the American College of Surgeons at a meet- 
ing held in Montreal, Canada. 

Emory University School of Medicine has added to 
the faculty Dr. M. TT, Stringer, Instructor in 
thology; Dr. E. D. Shanks, Bacteriology; Dr. W. 
Smith, Neurology; Dr. R. Leadingham, Medicine: 
Dr. R. C. Pendergrass, Roentgenology; Dr. G. A. 
Williams, Assistant in Surgery; Dr. I. A. Ferguson, 
Assistant in Surgery; Dr. E. S. Colvin, Gynecology 
and Obstetrics; Dr. Keith C. Rice, Assistant in Sur- 
gery; Dr. L. Ww. Grove, Associate in Surgery. 

The City of Waycross and Ware County have 
planned to raise $156,000 by 1931 to erect and equip a 
standard fireproof hospital which will measure up to 
every requirement of the American College of Sur- 
geons. The City and County have each agreed to 
appropriate $15,000 annually for five years. 

Dr. Wm. H. Garrison, Clarkesville, has been elected 
by the Council as a member of the City Board of 
Health. 

Dr. Samuel Kahn, formerly with the Kings Park 
State Hospital for the Insane of New York, is now 
associated with Dr. N. M. Owensby, Atlanta. 

Dr. Stewart D. Brown, Royston, is converting the 
Franklin Hotel into a modern hospital. 

Dr. E. O. Scharnitzky, Augusta, was elected third 
Vice-President of the American Prison Physicians’ 
Association at the convention held in Pittsburg, Pa., 
recently. 

The addition to the Little-Griffin Hospital, Val- 
dosta, will increase the capacity of the hospital about 
50 per cent. 

Miss Virginia Gibbs, Marietta, was elected Presi- 
dent of the Georgia State Association of Graduate 
Nurses at a meeting held in Savannah October 23. 

Mrs. Eva Tupman, Atlanta, was elected President 
of the State Association of Public Health Nursing. 

Dr. Zachariah W. Jackson and Miss Virginia Ewing, 
both of Atlanta, were married October 2. 


Deaths 


Dr. James P. Ballenger, Armuchee, aged 70, died 
October 31 of uremia. 

Dr. William Wallace Bruce, Thomasville, aged 71, 
died October 14 of carcinoma of the rectum. 

Dr. John T. Cobb, Buchanan, aged 59, died recently 
at Cedartown of chronic nephritis. 

Dr. Alexander H. Culpepper, Homerville, aged 66, 
died October 12 of heart disease. 

Dr. Madison Finley Pennington, Columbus, aged 42, 
died October 24 of cerebral hemorrhage. 

Dr. William J. Hood, commerce, aged 37, died re- 
cently. 

Dr. Robert Grigg Reese, of Augusta and New York 
City, aged 60, died October 18. 

i. 2. Cc. Walker, Augusta, aged 25, died October 
21 of injuries received in an automobile accident. 

Dr. John Weaver, Baxley, aged 74, died sud- 
denly October 17. 

Dr. Jacob Weichselbaum, Savannah, aged 78, died 
October 5 of intestinal obstruction following an oper- 
ation for hernia. 





KENTUCKY 


Cumberland Medical Association, composed of physi- 
cians from Whitley, Knox, Laurel, Bell and Harlan 
Counties, was organized recently and elected Dr. W. 
H. Martin, Harlan, President; Dr. Corum, Corbin, 
Secretary and Treasurer; and the Vice-Presidents 
will be composed of the presidents of the five various 
county medical societies. 

The State Bureau of Maternal and Child Health has 
arranged for graduate work in obstetrics and has 
secured Dr. Alice W. Tallant, for many years Pro- 
fessor of Obstetrics, Women’s Medical College, Phila- 
delphia, Pa., to conduct the courses. 

Mrs. Helen D. Coyle, R.N., formerly of the Robin- 
son Hospital, Berea, is the new Superintendent of the 
Clark County Hospital, Winchester. 


Deaths 


Dr. J. S. Durette, Horse Cave, aged 59, died Oc- 
tober 11 of organic heart disease. 

Dr. Thomas Clifton Coons, Lexington, aged 77, died 
October 21 as the result of an injury received in a 
fall two years ago. 


(Continued on page 40) 
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Correct method of treating Acne. Note the protection 
given to eyes. In the panel, the alternating cur- 
rent ALPINE SUN LAMP used in the treatment. 








Suggested Technique for the Treatment of Acne: 


Protect eyes and eyelids of patient. See that hair is brushed 
back, so that rays can reach edge of scalp. Expose each 
side of face, administering a third degree erythema. Re- 
peat two or three times as old reaction subsides. 


UARTZ LIGHT THERAPY is conceded by many eminent dermatologists to 
be one of the most resultful modalities in the treatment of Acne. Entirely 


safe, the rapid improvement under ultraviolet radiation is gratifying to patient 
and doctor. 


The ALPINE SUN Lamp, with its ample range and famous burner, enables the 
physician to treat this and other skin conditions with utmost effect. 


HANOVIA CHEMICAL & MFG. CO. 


Main Office and Works: Chestnut Street & N.J.R.R. Avenue, Newark, N.J. 
Branch Offices: 30 Church St., New York City . 30 N. Michigap Ave., Chicago 220 Phelan Bldg., San Francisco 













HANOVIA CHEMICAL @& MFG. CO., Chestnut St. & N.J.R.R. Ave., Newark, N. J. 
Gentlemen: Kindly send me the available literature on the application of quartz light 
therapy to diseases of the skin. 
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Dr. William C. Martin, Clay City, aged 51, died 
October 13 of cerebral hemorrhage. 

Dr. Henry Clay Reid, Edmonton, aged 85, died No- 
vember 11 of senility. 

Dr. Benjamin S. Seay, Louisville, aged 62, died Oc- 
tober 9 of heart disease. 





LOUISIANA 


Fourth District Medical Society has elected Dr. John 
L. Scales, Shreveport, President, and Dr. Scott, 
Shreveport, Secretary. 

Iberia Parish Medical Society has elected Dr. P. A. 
Boykin, Jeanerette, President; Dr. H. A. King, New 
Iberia, Vice-President; Dr. W. F. Carstens, New 
Iberia, Secretary-Treasurer. 

Lafourche Parish Medical Society has elected Dr. 
Charles Barker, Thibodaux, President; Dr. Albert 
Meyer, Thibodaux, Vice-President; Dr. Philip Dan- 
sereau, Thibodaux, Secretary-Treasurer. 

Orleans Parish Medical Society has elected Dr. A. 
E. Fossier, President; Dr. John F. Dicks, First Vice- 
President; Dr. C. Grenes Cole, Second Vice-President; 
Dr. E. L. King, Third Vice-President; Dr. H. Theodore 
Simon, Secretary; Dr. John A. Lanford, Treasurer; 
Dr. Daniel N, Silverman, Librarian. 

Shreveport Medical Society has elected Dr. I. B. 





Send for this new 300 page of values in Rougon, President; Dr. R. 8. Dougiass, Firet Vice- 

i i sd President; Dr. R. T. Lucas, Secon Vice-President; 

standard equipment, instruments and sup Dr. E. L. Edwards, Secretary; Dr. J. R. Stamper, 

plies. Use coupon below. "Weaanibar. 

? * The cornerstone of the Mercy Hospital, New Or- 

Frank S. Betz Company, Hammond, Indiana leans, was recently laid. This building will contain 

forty-one private rooms and six small wards on the 

Please send my copy of your new General first and second floors. The top floor will be used for 
Catalog at once to the following address. obstetrical cases. 


The Greenwell Springs Tuberculosis Hospital, Baton 
Rouge, opened December 25 with quarters for fifty 
Name patients, and will be under the supervision of the 
ete tues capa raWabe de DUanEsebaaeubasihssésss od) «igh sc d State ‘Tuberculosis Conimiesion, 

At the annual convention of the Radiological So- 
ciety of North America, held in Milwaukee, Wis., re- 


PI co eae a Geese oboe od ba bkcb 0% beekbananescee 
cently, Dr. Amedee Granger, New Orleans, was pre- 

? sented with a gold medal, this being awarded in rec- 

J es = Suen Pee MEAs oo cnisa's cise sseees ognition of his work on the sphenoidal sinuses. The 
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Competent a. 
Clinical Observers 


agree that the tendency to acidosis 
in Influenza and Pneumonia is very 


high. Meet this by prescribing 
Kalak Water in sufficient amounts 


to keep the urine always neutral. 


Kalak Water Company 
6 Church St. New York City 
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A New Source of 
Fresh Cod Liver Supply 








The beam trawler is one of the types 
of fishing boats that sail from our At- 
lantic ports. 


To supply the constantly increasing demand for Patch’s Flavored Cod Liver 
Oil it has been necessary for us to greatly increase our liver supply by installing 
many new plants along the Atlantic coast during the past year. 


We have also developed a type of cooker which is being successfully oper- 
ated on the large steam trawlers while they are far out at sea. 


As soon as the nets are hauled in, the fish are immediately cleaned. The 
fresh livers are taken by our men who ship with the crew, directly to the cooker 
where the oil is extracted at once. 


The excellent crude oil thus produced right at the source of the fresh liver 
supply is taken to our main plant at Gloucester, Mass. Here it is chilled to re- 


- move the stearin. 


Only by giving close attention to the matter of fresh liver supply can we 
maintain the high quality of PATCH’S FLAVORED COD LIVER OIL, a sam- 
ple of which will be mailed to you if you will send us the coupon below. 


Taste it! You'll be surprised!! 





The E. L. Patch Co., Stoneham 80, Boston, Mass. 
Send me a sample of Patch’s Flavored Cod Liver Oil 


THE E. L. PATCH C0. with descriptive literature. 


Dr. 








Boston, Mass. Street and Number. 
City and State 








8.M.F. 

















eect 





SOUTHERN MEDICAL JOURNAL February 1927 








PHYSICIANS’ OFFICE 
FURNITURE 


Mahogany 
Walnut 
Quartered Oak 





Style G-123 


Tables, Chairs 

Stands, Cabinets 
Stools, Accessories 
Catalog sent on request 





Sold by Dealers Style 1000 
W. D. ALLISON CO., Mfrs. 
931 No. Ala. St. Indianapolis 

















SJACILLUSY .YCIDOPHILUS | @ULTURE 


A SUGGESTION 


Some physicians are in doubt as to 
the best method of employing the 
Bacillus Acidophilus. 

While we are not in a position to 
state just what is “best,” we do know 
that many physicians are employing 
Bacillus Acidophilus Culture (B. A. 
Culture) with great success. 


Why not a trial prescription ? 


B. B. CULTURE LABORATORY, INC. 
Yonkers, New York 
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additional honor of being made Vice-President for 
the coming year was also conferred upon him. 

Dr. Henry J. Bayon, Jr., a recent graduate of Tulane 
waivernsty: } Medical School, has received an appoint- 
ment to the staff of the American Hospital of Paris. 
Dr. Bayon is the son of Dr. Henry Bayon, Professor 
of Anatomy at Tulane. 

Dr. Patrick H. Fleming was recently elected Mayor 
of St. Martinville. 

Deaths 


Dr. James McArthur Griffin, New Orleans, aged 
34, _ recently of streptococcus infection and pneu- 
monia. 

Dr. G. H. Ogbourne, Tallulah, aged 68, died in Au- 
gust of cardiorenal disease. 

Dr. William F. Sibley, Robeline, aged 57, died Au- 
gust 19 of arteriosclerosis, 





MARYLAND 


Dr, Guy Hunner, of the Johns Hopkins Hospital of 
Baltimore, was elected President of the Southern 
Surgical Association at its annual meeting held in 
Biloxi in December. 

Dr. William H. Howell, Assistant Director and 
Professor of Physiology, Johns Hopkins University 
School of Hygiene and Public Health, will succeed 
Dr. William H. Welch as Director. 





MISSISSIPPI 


The Tri-County Medical Society has elected Dr. A. 
B. Harvey, Tylertown, President; Dr. M. D. Ratcliff, 
McComb, Pike County, Dr. J. E. Brumfield, Tyler- 
town, Walthall County, Dr. G. T. Warren, Brook- 
haven, Lincoln County, and Dr. J. M. Catchings, Mc- 
Comb, Copiah County, Vice-Presidents; Miss Elise 
Rutledge, McComb, Secretary-Treasurer. 

Warren County Medical Society, now known as 
Issaquena-Sharkey-Warren Medical Society, has 
elected Dr. Edley H. Jones, Vicksburg, President; 
Dr. W. H. Scudder, Mayersville, Dr. A. K. Barrier, 
Rolling Fork, M5 2° Dr. J. L. Clark, Vicksburg, Vice- 
Presidents; Dr. Leon S. Lippincott, Vicksburg, Secre- 
tary and Treasurer. 

Dr. William B. Harrison, for the last two years: 
Health Officer of Pearl River County, has been ap- 
pointed County Health Officer of Jones County to 
succeed Dr. John M. Kittrell, resigned. 


Deaths 


Dr. J. W. Armistead, Greenwood, aged 48, died Oc- 
tober 16. 

Dr. Hiram D. Glass, Lambert, aged 50, died No- 
vember 6 of heart disease. 





MISSOURI 


The Western Physiotherapy Association will hold 
its ninth annual meeting in Kansas City April 8-9 
under the presidency of Dr. Lynne B. Greene, of 
Kansas City. Full information may be obtained from 
the Secretary, Dr. Charles Wood Fassett, 115 East 
Thirty-First Street, Kansas City. 

Buchanan County Medical Society has elected Dr. 

T. Quigley, President; Dr. E. A. Gummig, First 
Vice-President; Dr. Charles Greenberg, Second Vice- 
President; Dr. Roger Moore, Treasurer. 

Boone County Medical Society has elected Dr. Lloyd 
Simpson, President; Dr. W. R. Shaefer, Vice-Presi- 
dent; Dr. Hugh P. Muir, Secretary-Treasurer. 

Lafayette County Medical Society has elected Dr. 
W. E. Koppenbrink, Higginsville, President; Dr. R. 
C. Schooley, Odessa, First Vice-President; Dr. J. Q. 
Cope, Lexington, Second Vice- President; Dr. -Edmund 
Lissack, Concordia, Secretary- Treasurer. 

Laclede County Medical Society has elected Dr. C. 
E. Carleton, Stoutland, President; Dr. J. .G. Scott, 
Lebanon, Vice-President; Dr. J. M. Billings, Lebanon, 
Secretary- -Treasurer. 

Nodaway County Medical Society has elected Dr. 
C. D. Humberd, Barnard, President; Dr. R. C. Per- 
son, Maryville, Vice- President; Dr. H. S. Dowell, 
Maryville, Secretary. 


(Continued on page 44) 
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A Foundation =Not a Formula 


KLIM 


‘ KLM is not a formula. It is the cow’s 
whole milk basis for your formulae. It is 
scientifically established as cow’s whole milk in 
composition, nutritive properties and results. 


Its use is a guarantee against milk-borne in- 


fections. 


The finer fat globule and friable 


curd---which are produced mechanically--- 


promote digestion and assimilation. 


Fundamental Bases for Every Formula: 
































aw aS 
Merrell - Soule KLIM Merrell - Soule 
POWDERED POWDERED Powdered Whole 
PROTEIN MILK WHOLE MILK Lactic Acid Milk 
Based on the original | . le milk Correct in composition 
formula. Recognized - 7 sap sr ; and acidity, possesses 
as the protein milk of ae all the qualities of a 
choice by the hundreds --assures accuracy hospital formula. Easy 
of pediatrists who have : to prepare in the home. 
used it continuously for --is easy to prepare The desired friable curd 
five years. Prepared in ; is an inherent charac- 
home and hospital with -always uniform teristic. A demonstra- 
equal facility. and pure. ted clinical success. 
0 we 
ow oe se 
Literature and samples sent promptly upon request. 
In Canada KLIM 


Recognizing the impor- 
tance of crt control, 
all contact with the laity 
is predicated on the poli 
that KLIM and its al- 
lied products be used in 
infant feeding only ac- 
cording to a physician’s 


aes: MERRELL-SOULE. co. SS 


SYRACUSE, N. Y. 


and its allied pro- 
ducts are made by 
Canadian Milk Pro- 
ducts, Ltd., 374 Ad- 
= Street, West, 
Toronto. 
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Saline County Medical Society has elected Dr. F, 
A. Howard, Slater, President; Dr. G. S. Hardin, Mar- 
shall, First Vice-President; Dr. John H. Owens, Sweet 
Springs, Second Vice-President; Dr. H. R. Conway, 
Marshall, Secretary-Treasurer. 

St. Louis County Medical Society has elected Dr. 
H. N. Corley, Webster Groves, President; Dr. C. E. 
Barnett, Kirkwood, Vice-President; Dr. C. C. Irick, 
Webster Groves, Secretary-Treasurer. 

Southwest Missouri Medical Society has elected Dr. 
William A. Delzell, Springfield, President. 

Missouri and Kansas physicians specializing in 
neurology and psychiatry have organized the Mis- 
souri-Kansas Neuropsychiatric Society and elected 
Dr. Karl Menninger, Topeka, Kansas, President; Dr. 
F. A. Carmichael, Osawatomie, Kansas, Vice-Presi- 
dent; Dr. E. T. Gibson, Kansas City, Secretary. 

St. Luke’s Hospital, St. Louis, has just completed 
the addition of a clinic pavilion to the Hospital, the 
gift of Mr. Edward Mallinckrodt, President of the 
Board of Managers of the Hospital. The furnishings 
were provided by gifts from Mrs. Newton Wilson and 
the late Mrs. Fannie Carr. The Hospital has also re- 
ceived a $50,000 gift from Mrs. William H. Keech to 
endow two rooms in the hospital in memory of her 
parents. 





’ The St. Louis Medical Society has been presented 
gine cites bien Gara with a bronze plaque of the portrait medallion of Dr. 
James Moores Ball by Mr. Victor S. Holm, Sculptor, 
CUP who, is connected with the School, of Fine (Arts of 
ashington University. r. Ball, Dr. Aman vold 
(See J. A. M. A., Aug. 28, 1926) and the late Dr. Frank J. Lutz were the founders of 
FITS ANY TYPE ABDOMEN the St. Louis Medical Library. A bronze plaque of 
, Dr. Lutz made by Clara Pfiefer Currett was pre- 
ANY DEALER sented to the Society in 1915 by some of the members. 
Dr. Edwin C. Ernst, St. Louis, was elected Presi- 
C R BARD ] dent of the Radiological Society of North America at 
° ° ’ nc. Oe. =. ae we | held os a —: 
* r, eorge A. Auerswald, e Soto, has been ap- 
79 Madison Ave. ay rheiy ett a Advisor of the Workmen’s Compen- 
sation Commission. 
NEW YORK CITY Dr. James R. Lee, Charleston, has been elected 
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IMPORTANT IMPROVEMENT IN STETHOSCOPE 


“SPRAGUE-BOWLES” 








Dr. Howard B. Sprague 
Boston 

For complete descrip- 

tion see Journal of A. 

M. A., June 19, 1926. 

Chest Piece 





Se $5.00 
Stethoscope 
complete.............. $6.00 


Combining the well known Bowles Diaphragm and regular Bell in one 
instrument. Complete cardiac diagnosis requires the application of 
both types, as not all heart sounds are best transmitted by either 
one, the complete instrument meeting adequately all diagnostic re- 
quirements. Change from disc to bell or reverse is made by simply 
turning the valve. 





From Surgical Instrument and Hospital Supply Department 
Enlarged view of 


DOSTER-NORTHINGTON, Inc. 
chest piece, showing- 


Bell, Bowles Dise and BIRMINGHAM, ALABAMA 


Control Valve. 

















1927 








Vol. XX No. 2 





SOUTHERN MEDICAL JOURNAL 





Erysipelas Antitoxin 


For the Treatment of Streptococcus Erysipelas 


O E. R. SQUIBB & SONS was issued on May 20th, 

1926, the first license ever granted by. the U. S. 
Public Health Service for the interstate sale of Erysipelas 
Streptococcus Antitoxin. 

Erysipelas Antitoxin Squibb is prepared under license 
from the School of Medicine and Dentistry of the Univer- 
sity of Rochester, New York, and is made according to 
the principles developed by Dr. Konrap E. Birkuauc 
of that University, and reported in the Fournal of the 
American Medical Association for May 8, 1926, page 1411. 

In addition to the tests made in the Squibb Biological 
Laboratories, samples of each lot of Erysipelas Antitoxin 
Squibb are submitted to the School of Medicine ahd 
Dentistry of the University of Rochester for approval 
before distribution. 

Erysipelas Antitoxin Squibb is supplied in concentrated 
form only. It is dispensed only in syringes containing 
one average “Therapeutic Dose.”’ 


{” rite to our Professional Service iene 
for Further Information 


E-R: SQUIBB & SONS: NEw YORK 


MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858. 
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7 y President of the Southeast Missouri Medical Associa. 
In Sickness—or in Health tens ; 
_A_ permit has been issued to St. Anthony’s Hos. 
P00 000 Louis, for a seven-story addition to cost 


“ 9 
H | k the Ori inal Deaths 
Or IC S 8 Dr. Jesse W. Cartlich, Kansas City, aged 80, died 


November 12 of mitral stenosis. 


. Dr. Baylis Chamblin, St. Louis, aged 69, died in Oc- 
a te l tober of chronic nephritis and mitral stenosis. 
' Dr. Joseph McDowell Patterson, Kansas City, aged 


61, died December 6. 
Dr. George L. Sherman, formerly of St. Joseph, 
— ee. 24 - Frankfort, South Dakota. 
an r. Ira . Seybold, Poplar Bluff, aged 57, died No- 
Delicious— vember 12 of heart disease. ’ 


Nourishing— 
° ° NORTH CAROLINA 
Kasily Digested The City of Gastonia and the Gaston County Com- 


missioners have provided a budget of $4,000 annually 
For more than a for a ten bed addition to the local hospital for negro 
third of a century, tuberculosis patients. 
Horlick’s Malted Milk Mr. Fred L. Seely, Asheville, has donated to the 
has been the standard Mission Hospital of that City $6,000 for the purchase 
of purity and food of a new roentgen-ray outfit in memory of his family 
value among physician. 
physicians, The Watts Hospital, Durham, has contracted for 
nurses and an addition, which will contain fifty-five rooms and 
dietitians. cost $172,000. 
Dr. Thomas E. Tucker, Health Officer of Edgecomb 
County, resigned October 15 to accept a similar posi- 
Write for free samples and tion in Jackson County, Alabama, with headquarters 
literature. at Scottsboro. : 
eae aeag nig 4 a has a. meqeentes School 
: ysician for Asheville on a full-time basis. 
Avoid Imitations Prescribe the Original ‘ Dr. W. en tava has been appointed Acting 
e ’ ° e uperintendent of the State Hospital for Colored In- 
Horlick’s Malted Milk Corporation — ay or gros an ~ yng of . caper 
tendent by the Board to succee e late Dr, illiam 
RACINE, WISCONSIN W. Faison. 
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Specify— 






OPHISTICATION of birch oil is so widespread that no 
manufacturer can guarantee the integrity of his label 
unless he distills the oil from which his “natural’’ salicylates 
are produced. 
It requires 750 pounds of fresh birch brush, which must 
be hauled long distances over almost impassable roads, to be chopped 
and distilled, to produce one pound of Sodium Salicylate Merrell. 


But isn’t it worth it? 

There is one specification that if insisted upon will always insure the 
use of a natural salicylate— SODIUM SALICYLATE MERRELL.” 
For more than half a century the House of Merrell has protected its 
label by distilling the oil used in the manufacture of Merrell’s 
Salicylates. 





Specify Merrell’ s— 





TST AMAUINNMID ALO OVID AND AGING ININTUH 





“Americas Oldest Pharmaceutical House” ae 
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_ nique—we introduce this new Bard-Parker blade. 








—— those who have long felt the need of a 
small sharp cutting edge for delicate tech- 


The No. 15 blade fits Nos. 3 and 5 handles. 
It maintains the same high standard of razor 
sharpness found in all Bard-Parker products. 


No. 3 handles—$1.00 each. No. 5 handles— 
$1.50 each. No. 15 blades—half dozen per 
package— $1.50 per dozen. 


We distribute our guaranteed prod- 
ucts only through our accredited 
Agents—located in all principal cities 
of the United States and Canada. 


BARD-PARKER COMPANY, INc 
150 Lafayette Street. New York, N.Y. 
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A specific treatment 
for pneumonia 


Morgenroth’s chemothera- 
peutic specific ethyl hydro- 
cupreine is now available 
for the use of physicians 
under the name of 


Numoquin Base 


ETHYL HYDROCUPREINE MERCK 


Literature on request 


MERCK & CO. 


New York 
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OKLAHOMA 


The University of Oklahoma Extension Division has 
in recent months, put on three circuits of post- 
graduate instruction in the central and southern part 
of the State, and about 400 physicians have registered 
for these courses. New circuits in pediatrics are be- 
ing organized in other sections of the State, and stil} 
other courses will be organized as the demand for 
them becomes apparent. 

Dr. Paul H. Fesler, Superintendent, State Univer- 
sity Hospital, Oklahoma City, has been appointed Su- 
perintendent of the University of Minnesota Hospital 
Minneapolis, Minn. 

Deaths 


Dr. Andrew Charles Bullard, Quinton, aged 71, died 
July 14 of myocarditis. 

Dr. James A. Jackman, Dawson, aged 62, died No- 
vember 6 of heart disease. 


SOUTH CAROLINA 


Greenville County Medical Society has elected Dr, 
George R. Wilkinson, Greenville, President; Dr. Irving 
Barksdale, Greenville, Secretary, reelected; Dr. Hugh 
Smith, Greenville, Treasurer. 

Pee Dee Medical Association has elected Dr. J. A, 
Norton, Conway, President, and Dr. S. C. Henslee, 
Dillon, Secretary. 

Columbia Medical Society has elected Dr. T. A, 
Pitts, President; Dr. R. K. Foster, Vice-President; 
Dr. B. H. Baggott, Secretary-Treasurer. 

Pickens County Medical Society has elected Dr. L, 
G. Clayton, Central, President; Dr. Wm. Furman, 
Easley, Vice-President; Dr. J. L. Bolt, Easley, Secre- 
tary. 

Third District Medical Association has elected Dr. 
R. E. Hughes, Laurens, President, and Dr. C. J. 
Seurry, Greenwood, Secretary. 


(Continued on page 50) 








Department of 


Surgical, Hospital and Laboratory Supplies case with two  filiforms, 


Mobile, Alabama 


Modification of 
LeFort’s Catheters 


as designed by 
Dr. Jno. O. Rush 
Mobile, Ala. 


This modification has greatly im- 
proved the value of the LeFort 
Catheters. Instead .of only one ir- 
rigation hole in the catheter we 
have had these instruments made 
with three holes. 


Every G. U. Specialist and Urol- 
ogist will find this a very useful as 
well as practical instrument. A 
number of General Practitioners 
are also using this outfit. 


Single Catheters with three 
holes, each 
Set of three catheters in 


each 
Extra filiforms, each....$1.75 
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N O W ¢ <A New Improved 
e SKLAR AEROIZER 
with these 
outstanding 


advantages 


. Speed Control. You can regulate 
the speed of the motor under all 
conditions. 

. Ether Warmer. A warm stream of 
air can be automatically fed through 
the ether bottle, preventing freezing 
of the ether. 

. Friction Drive. A direct drive trans- 
mission eliminates the trouble and 
annoyance incident to belt drive. 


. Sturdy Construction. It will not 
creep or walk during the operation 
or while in use, 


Send the coupon for complete 
details. 


J. an MFG. CO., 133 Floyd Street, Brooklyn, N. Y. ’ J. SKLAR MFG. CO. 


Gentlemen: Please send me folder completely describing the NEW 
SKLAR AEROIZER. Wholesale Only 


NN satan gc sae eg de ee pre Rac so RSs Oe ets chsh fos po cus totes gesee at ones oqsobekonmsasseavosisess 133 Floyd St. 

I sls cho atas patbceaecoeciaavaboh teeele perenne 

Surgical Dealer’s Name BROOKLYN, N. Y. 
S.M.J.2-27 


























(REG, U. S, PATENT OFFICE) 


Acetylamino-oxyphenylarsonic Acid 


Indicated in Amebie Dysentery 
Accepted by Council of Pharmacy and Chemistry A. M. A. 


Distributed in bottles of 25 tablets, each tablet 0.25 grams 
May be obtained through your druggist 


Literature furnished on request 


MANUFACTURED BY 


POWERS-WEIGHTMAN-ROSENGARTEN CO. 
New York PHILADELPHIA St. Louis 
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(Continued from page 48) 


The faculty of the Medical College of the State of 
South Carolina, Charleston, announces that the privi- 
lege of borrowing periodicals and other publications 


“ ” i on file in the Library is now extended to all legall 
The MESCO Laboratories qualified members of the medical profession of the 
State, subject to certain restrictions. The physician 


manufacture the largest line must pay postage both ways; material will be loaned 


as a rule for not more than ten, days; and security 


of Ointments in the world. must be given to the value of the material loaned. 
Deaths 


Sixty different kinds. We are Dr. William W. Fennell, Rock Hill, aged 58, died 
ance zs October 11 following a long illness. 

originators of the Professional 

Package. Specify “MESCO” TENNESSEE 


Mouspiae a er County iamioal seeety has 
shi 7 electe r. George R. Livermore, President; Dr. A. G, 
when prescribing Ointments. Jacobs, Vice-President; Dr. T. N. Coppedge, Treas- 
° urer, reelected; Dr. A. F. Cooper, Secretary, reelected.. 
Send for lists. Middle Tennessee Medical Society has elected Dr. 
William W. Porter, Springfield, President; Dr. Evander 
M. Sanders, Nashville, Vice-President; Dr. Sam P. 
Bailey, Nashville, Secretary-Treasurer, reelected. 

The Memphis Urological Society has elected Dr. J. 
L. Morgan, President; Dr. I. G. Duncan, Vice-Presi- 
dent; Dr. H. K. Turley, Secretary-Treasurer, 

The Southern Interurban Clinical Club of Internists 
held its fifteenth semi-annual meeting in Nashville 
January 7-8, the organization being the guest of the 
Vanderbilt University Medical School. The President 


Manhattan Eye Salve is Dr. I. I. Lemann, New Orleans, Louisiana, and the 


Secretary-Treasurer is Dr. Bryce W. Fontaine, Mem- 
phis. . 
Company Contract was signed recently whereby present work- 
ing arrangement between the Memphis General Hos- 
“ / pital and the College of Medicine, University of Ten- 
Louisville, Kentucky. nessee, is to continue for the next fifty years. The 


City of Memphis is to maintain the Hospital, while 
4. f 4 
elie Vj 
“ a 


the Medical School provides the medical and nursing 


care and has full teaching privileges. The medical 
(Continued on page 52) 
piates 
‘thoul Opiates 
1 — 
© 
Unie te opts CS-1TUmMin 


Kres-Lumin does not 
disturb the stomach 
or cause constipation, An agreeable fluid preparation com- 
headache or mental bining the expectorant properties of 
dulness Calcium Cresolsulphonates with the 
Supplied sedative and antispasmodic effects of 
In 8 oz. bottles Luminal (1/16 gr. to teaspoonful). 


























WINTHROP CHEMICAL Co., INC. 117 Hudson St., New York, N. Y. 
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OU may be thoroughly familiar 

with sphygmo-manometers, but 

unless you have seen and used 
the new Lifetime Baumanometer, you 
can have no adequate conception of 
what such an instrument can be and 
can do for you. 


Go to your dealer and examine this 
super-service instrument. Go with an 
open mind and a critical eye. Observe 
the resiliently-mounted Cartridge Tube 
—and mark the absence of cemented 
joints. Think of what it means— 


oe gee ioe ee 


iar 
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Never before! 


— such an instrument as this! 


no more weeks of waiting for your 
instrument to come back from the 
factory « « * Consider the fact that it 
is guaranteed against breakage for your 
lifetime. 

Then make your purchase, sure in 
the knowledge that you have acquired 
an instrument which possesses not 
only all of the virtues pioneered by 
the original Baumanometer (of which 
there are more than 50,000 in use), 
but others which you cannot begin to 
appreciate until you see them! 








Lif 


FO 


PRESSURE 


Achieved and sponsored by the only organization in the 
world making bloodpressure apparatus excluswely 
wumme| The Cartridge Tube 


} —removed by a simple 
pressure of the thumb. 


- 


} 
MOE ell yy 


—cleaned and replaced with 
ease in: twenty seconds! 


. A. BAUM CO, inc, 100 Firra Avenue, NEW YORK 





f 


DOSAGE IS IMPORTANT 


se To obtain the full benefit of creosote medication in tubercu- 
osis and bronchitis the dose must be sufficiently large. 
This is what makes Calcreose so valuable. 
Calereose practically eliminates the possible disturbin 
) ef- 
~~ - sec sre gr thus making it feasible to give large Suses 
s valuable drug over. long period i i i 
Dione alee g periods of time and insuring 
Whenever you want the stimulati 
creosote, use Calcreose. ere rer ear a 
‘ Calcreose_ is a loose ¢hemical combination of creosote and 
porated calcium oxide. It represents about 50% creosote in 
blet form. It is easily administered and particularly suitable 
as an adjunct to other remedial measures. 


POWDER TABLETS 
Sample of Tablets on Request 


THE MALTBIE CHEMICAL CO 


NEWARK; N. J. ee rit, 
Manufacturers of a Full Line of Pharmaceutical Products 
Complete Catalogue on. Request 


SOLUTION 


alcreoseH 


dil 


| 





BROWN COATED 


TABLETS 


@lcreose | 


4 Grains 











Caleteose: A powder, 
containing approxt- 
mately 50 per cent 

wood ie in 
chemical combinations 
with calcium. r 


| 





freee Cena 
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(Continued from page 50) 


Board of the Hospital, to be nominated by the dean 

of the College of Medicine, is to be composed of chief 

of staff of the Hospital and a representative of the 

15 Seconds six divisions of the Hospital—medicine, pediatrics, 
laboratory, surgery, gynecology and obstetrics. 

ee e Dr. Alphonse H. Meyer, Memphis, was elected a 

for Disintegration Fellow of the American College of Surgeons at the 

recent meeting of the College in Montreal, Canada. 
Dr. Augustus A. Oliver has been elected Health 
Officer of the City of Paris, succeeding the late Dr, 


Armistead H. Miller. 
| D Dr. Rodney R. Williams has resigned as Director of 
the Memphis Child Guidance Clinic. 


Deaths 

Repeated tests have shown that The Dr. William R. Baker, Nashville, aged 59. died Oc- 
OF: tober 18 at the Hubbard Hospital of pyelitis. 

Dependable Original PYRAMIDON Dr. Maynard Ray Pickett, Memphis, aged 32, died 

tablet disintegrates in 15 seconds. December 25 after having been fatally injured by an 


Such rapid disintegration explains, in arene, 
part, the prompt efficacy of Pyram- atti 


idon. Texas Surgical Society has elected Dr. Kenneth 
Indi ° P : Aynesworth, Waco, President; Dr. J. E. Clark, Hous- 
ndications: Headache, neuralgia, ton, First Vice- President; Dr. C. AAP Dallas, 
, ; Second Vice-President; Dr. L. rkham, Hous- 
dy: smenorrhea, my algia, and the pains ton, Secretary; Dr. J. B. Smoot, Dallas, Treasurer. 
and aches of colds, etc. The State Homeopathic Medical Society has elected 
: Dr. H. B. Stiles, Waco, President, reelected; Dr. Nora 
For prompt analgesic results specify Donohoe, Dallas, | First Vice President; Dr. my A. 
os ryan, Martins econ ce esiden r. W. 
The Dependable Original PYRAM- D. Gorton, Austin, Secretary-Treasurer. 
IDON The Fourth Annual Texas Short School for Sani- 
tarians and Health Workers has elected Dr. L. H. 








Martin, Fort Worth, President; Mr. C. C. Hays, Waco, 
First Vice-President; Mr. C. M. Adams, Texarkana, 
Second Vice-President; Mr. E. W. Steel, College 
Station, Third Vice-President; Mr. Bud A. Randolph, 
Fourth Vice-President; Dr. A. H. a Houston, 
Representative of the Governing Council, A. P. H. 

Mr. E. G. Eggert, Austin, Secretary; Mr. C. N. Avery, 


(Continued on page 54) 




















Allen H. Bunce, A.B., M.D., FA.C.P. George F. Klugh, B.S., M.D. Jackson W. Landham, M.D. 
Raiford T. Warnock, M.D. 


Laboratories of 


Drs. Bunce, Landham and Klugh 


ATLANTA, GEORGIA 


DEPARTMENTS 
PATHOLOGY BACTERIOLOGY—SEROLOGY X-RAY—RADIUM 


These laboratories are equipped for making every test of clinical value 
in the diagnostic study of medical and surgical cases. Only standardized 
methods and technique are used. 

In addition to the diagnostic study of cases there are adequate facilities 
for the x-ray and radium treatment of conditions in which these forms of 
treatment are indicated. 


Containers for pathological specimens and information in reference to x-ray and 
radium work furnished upon request. 


Address 


DRS. BUNCE, LANDHAM AND KLUGH 
65 Forrest Avenue, Atlanta, Ga. 
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“Jim” symbolizes 
Wellsworth Rx Shopmen 
in 142 principal cities of 
the United States 


Jim Knows MORE! 


SN’T it reasonable to suppose that optical shopmen, employed by the world’s 
foremost lens makers, foremost frame builders, learn just a few more 
niceties in grinding and assembling because of their contact with the manufac- 
turing experts and the research division at the central factories? 
Doesn’t it logically follow that these niceties of grinding and assembling, 
this deeper understanding of product and problems, will result in better Rx 
work for the Profession? 


fe1l3xor') American Optical Company 
Sales Branches and Rx Shops in All Principal 
Rx Shops Everywhere Cities of the South 





IS COW’S MILK AT ITS BEST 


DRYCO is the culmination of centuries of progress in the milk industry. It 
is a definite guarantee of the purest milk available today for Infant 
Feeding. By eliminating milk-borne infections, DRYCO epitom- 
izes the goal of Modern Preventive Medicine, for it offers the 
doctor one more weapon for insuring the health of the 
community. 


DRYCO Samples and Clinical Data Upon Request. 


THE DRY MILK COMPANY 
18 PARK ROW NEW YORK CITY. 
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Quality Merchandise 


at Reasonable Prices 


Hospital Supplies 
Laboratory Apparatus 


I. L. LYONS & CO.,Ltd. 


Established 1866 
NEW ORLEANS 


(Continued from page 52) 


Ehlers, Dr. 
H. Flickwir and Mr, Homer N. Calver, 
Council. 


R. Sealy, founder of the Hospital. 


Joseph S. Jones. 


Deaths 


; Dr. C. O. Bryan, Center, aged 59, died in Novemb 
Surgical Instruments and nla g ember 
Dr. William Byrd Pinson, Abilene, aged 60, died 


October 11 following a long illness. 
tober 22 of chronic nephritis. 
tober 22 of tuberculosis. 

of chronic myocarditis. 


Dr. 
tober 30 following an appendectomy. 


VIRGINIA 


ceed the late Dr. H. S. Belt, and Dr. J. 
Turbeville, Secretary-Treasurer. 


in that school. 





(Continued on page 56) 




















|. The Management of an Infant’s Diet | a 








Mellin’s Food—A Milk Modifier 


Constipation 


It is common observance ets | physicians who use Mellin’s Food as a modifier 


of milk for infant feeding that their 


aby patients are seldom troubled with constipa- 


tion, and if this annoying symptom does occasionally appear it is easily corrected by 
increasing the amount of Mellin’s Food in the daily mixture or by some other slight 


readjustment of the formula. 


Some fault in the arrangement of the food formula is practically always the cause 
of constipation, so it seems logical to overcome the difficulty by rearranging the food 
elements to a more perfect balance rather than to employ medical means, which at 
best afford temporary relief only. 

In a pamphlet entitled, “Constipation in Infancy”, the common causes of con- 
stipation are set forth for the physician’s consideration, also practical-suggestions for 
their correction. All of the matter presented is based upon observation extending 
over a long period and will prove of good service to every physician interested in 


the subject. 


A copy of ne team will be sent promptly upon request. Samples of Mellin’s 


Food also if desired. 














_— 
Ne a a | Mellin’s Food Co., 125%" Boston, Mass. | I EO 
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Dr. Holman Taylor, Dr. H. O. Sappington, Mr. H. w, 
Van Hovenberg, Mrs. Margaret Conger, Mr. V. M. 

C. M. Rosser, Richard P. Hall, L. 0, 
Bernhagen, Dr. A. H. Speer, Dr. W. A. King, Dr. A. 
Advisory 


The Sealy Hospital, Santa Anna, has organized a 
nurses’ training school, under the direction of Dr. T, 


Dr. Jesse A. Flautt, Galveston, has been elected 
County Health Physician to succeed the late Dr, 


Dr. Allen Grant Flythe and Miss Catherine Eliza- 
beth Rasbury, both of Dallas, married November 10, 


Dr. Oliver Henry Radkey, Austin, aged 51, died Oc- 
Dr. Harry Hinkle Stark, El Paso, aged 58, died Oc- 
Dr. William Terry, Dilley, aged 68, died October 6 

Roy Emmons Truly, Denison, aged 34, died Oc- 
Dr. W. E. Wolford, Allen, aged 79, died October 14. 





Halifax County Medical Society has elected Dr. 
George A. Stover, South Boston, President, +a 
. Owen, 


Dr. Alexander G. Brown, Jr., Richmond, has resigned 
from the faculty of the Medical College of Virginia 
after about twenty-five years of service as a teacher 


Dr. Herbert R. Drewry, Norfolk, has been elected 
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I'M SOLD ON IT— 


All the little kiddies I treat in 
the future for diphtheria shall 
have the benefits of Super- 
Concentrated Antitoxin 


My first interest is their prompt recovery 
and it is obvious that the smaller volume of 
Super-Concentrated Antitoxin may be ab- 
sorbed in less time and thus produce quicker 
results. The smaller volume will minimize 
the pain of every patient. 

The reduced protein content of Super-Con- 
centrated Antitoxin minimizes the occurrence 
of urticaria and serum sickness. 

Sparkling, clear amber color and free from 
cloudiness and turbidity, _ 

And the Mulford Antitoxin Syringe, with 


68171 © 1925 H.K.M.Co. 





its non-stick plunger, glass-encased sterile oP. fakes 
needle and non-slip finger rest, saves my ' 4K. Mulford Company, S.M.J. 
time and insures a satisfactory injection. ,  Mulford Bldg., 

This is the perfected combination I have ee vt POTS oe Pera 

it i i } ease send me, withou arge, = 
pg rd brow a i“ a aosern Deane: er —— size and style of Super-Concentrated 
HOE teraet’ i g ntitoxin Syringe. 

trate Bip theria Antitoxin. | 

Less Bulk—Less Pain—Quicker Results. 

Mail the coupon if you want further in- 
formation. 

















RADIUM RENTAL SERVICE 


THE PHYSICIANS RADIUM ASSOCIATION of CHICAGO, Inc. 


Incorporated under the laws of Illinois, not for profit, but for the pur- 
pose of making radium available to Physicians to be used in the treat- 
ment of their patients. Radium loaned to Physicians at moderate 
ee fees, or patients may be referred to us for treatment if pre- 
erred. 


Careful consideration will be given inquiries concerning cases in which the use of Radium 
is indicated 


THE PHYSICIANS RADIUM ASSOCIATION 


1100 Tower Bldg., 6 N. Michigan Ave. or ail 
CHICAGO, ILL. ” 
Telephones: * . Managing Director: 
Central 2268-2269 Wm. L. Brown, M.D. 
BOARD OF DIRECTORS 
William L. Baum, M.D. Wm. L. Brown, M.D. 
Frederick Menge, M.D. Walter S. Barnes, M.D. 
Louis E. Schmidt, M:D. came 























=Dare 


Price 
$39.00 


Hemoglobinometer 


This instrument 
lends itself equally 
to the Pathologist in 
the Hospital and to 
the practicing 
Physician. 






The application and 
the technic of ex- 
amination are de- 


No. 1011 Type 





scribed in all works For sale by 
of Hematology and all Supply 
Houses. 


Clinic Diagnosis. 
Ask for descriptive circular 
RIEKER INSTRUMENT CO. 
Sele Mfrs. 


1919-1921 Fairmount Ave. 
Philadelphia, Pa. 








HIGH POWER 


Electric Centrifuges 


Send for Cra Cat Cn 


INTERNATIONAL EQUIPMENT C8. 


253 Western Ave., Boston, Mass. 


CLASSIFIED ADVERTISEMENTS 


POSITION DESIRED by young woman as laboratory tech- 
nician in physician’s office, or hospital laboratory; bac- 
teriology, routine work, blood chemistry, and tissues; some 
experience as medical stenographer; Southeastern state 
preferred. Write S. L. V., care Journal. 























FOR SALE—Fully equipped 88-room general hospital, gas, 
steam-heated, natural gas. Situated in a rapid growing town 
of 15,000 inhabitants, two colleges. Reason for wanting to 
sell wishing to retire. Terms reasonable. If you mean busi- 
ness, write P. J. T., care Journal. 


FOR SALE—Mississippi practice, well established in county 
seat, population 4000, progressive town—drawing population 
80,000. Good schools, churches and roads. Will sell for 
$500.00, price of drugs and fixtures. Splendid opportunity. 
Specializing. Write M. J. E., care Journal. 
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(Continued from page 54) 


President of the Association of Surgeons of the Nor- 
folk and Western Railway. 

Dr. Lazarus Karp, Richmond, has_ established a 
loan fund at the Medical College of Virginia, Rich- 
mond, in memory of his brother, an alumnus of that 
school who died in 1918. This is for students who 
have difficulty in meeting expenses of their medical 
education. 

Dr. David B. Lepper, formerly connected with health 
work in Virginia, is now Health Officer of Bluefield, 
West Virginia. 

Dr. Mosby G. Perrow, Health Officer of Lynchburg, 
has been elected President of the Washington and 
Lee alumni chapter in that City. 

Dr. Bernard S. Steinberg, who was connected with 
the house staff of Memorial Hospital, Richmond, but 
recently of Cleveland, Ohio, has been appointed Di- 
rector of Research and Laboratories at the Toledo 
Hospital, Toledo, Ohio. 

Miss Olivia Shortt, for the past six years Super- 
intendent of the Petersburg hospital, is the new Su- 
perintendent of the Clarksville Hospital, Clarksville, 
Tenn., succeeding Miss Sarah Neblett 

Dr. Joseph Thompson Graham, Draper, and Miss 
— Carlize Krengel, Richmond, were married re- 
cently. 

Dr. Richard J. Beck, Neuropsychiatrist of the U. S. 
Veterans’ Bureau, Richmond, and Dr. Regena John- 
son, Pathologist to Stuart Circle Hospital, Richmond, 
were married at Dr. Johnson’s home in Bridgeport, 
Ohio, October 8. 

Dr. Harry: F. White, Fishersville, and Miss Germaine 
Brutsche were married recently. 

Dr. Henry Leroy Townsend, Richmond, and Miss 
Ellen Douglass Pippen, Littleton, N. C., were married 
December 1. 

Dr. Samuel Bee Wcodward and Mrs. Margaret Wood, 
of National Soldiers Home, were married in No- 


vember. 
Deaths 
Dr. W. J. Crittenden, Orange, aged 67, died re- 
cently. 
Dr. Luther S. Mason, Clover, aged 73, died Oc- 


tober 14 of exhaustion following acute gastritis. 

Dr. William P. McGuire, Winchester, aged 80, died 
November 15 after a short illness. 

Dr. Edward Dabney Starke, Norfolk, aged 51, died 
November 21 of heart disease. 

Dr. Isaac Webb Surratt, Belspring, aged 53, died 
October 20. 





WEST VIRGINIA 


Cabell Medical Society has elected Dr. F. C. Hodges, 
Huntington, President; Dr. J. W. Rife, Kenova, Vice- 
President; Dr. C. G. Willis, Huntington, and Dr. R. 
M. Bobbitt, Huntington, both reelected Secretary and 
Treasurer, respectively. 

Fayette County Medical Society has elected Dr. H. 
A. Walkup, Mount Hope, President, reelected; a A. 
L. Hunter, Pax, First Vice-President; Dr. L. 
Morris, Jodie, Second Vice-President; Dr. G. A. Stnith, 
Montgomery, Secretary-Treasurer. 


(Continued on page 58) 
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The Distinctive Properties of Gonosan 


Inhibits gonococcal development and minimizes its virulence. 

Aids in reducing the purulent secretion. 

Encourages normal renal activity. 

Relieves the pain and strangury and allays the irritation and 
inflammation. 

Does not irritate the renal structure or the digestive organs. 

Prescribe GONOSAN for acute and chronic cases. 


Samples are at your disposal. 


Berry and So. 5th Streets 


RIEDEL & CQO. : 
Brooklyn, N. Y. 
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ORGANOTHERAPY 


ective only oores the use of dependable endocrine products. The reputation and in- 
= = om the manufacturer the physician’s ony guarantee om reliability of those organotherapeutic 
products for which there is no chemical or biological assay. Every manufacturing process and all 
pos product is supervised by our Analytical and Research Depastunant. 


DESSICATED PITUITARY BODY, U.S.P. EPINEPHRIN 


CORPUS LUTEUM EPINEPHRIN AMPULES 

CORPUS LUTEUM AMPULES SOLUTION OF EPINEPHRIN (1-1000) 
PANCREATIN, U.S.P. DRIED SUPRARENALS, U.S.P. 
SOLUTION OF POST-PITUITARY DRIED THYROIDS, U.S.P. 


insure potency and constancy of action by prescribing the products of 


G. W. CARNRICK CO. 


Manufacturers : ‘ Organotherapeutic 
of pw Products 


417-421 Canal Street, New York, N. Y. 














INFECTIONS OF THE URINARY TRACT 
QUICKLY RESPOND TO TREATMENT WITH 


CAPROKOL (aexy.resorcinou s & D.) 


This remarkable substance not only possesses approximately 45 times the germicidal 
power of phenol, but is non-toxic in therapeutic doses. 

Clinical reports by Roy B. Henline, Austin Wood, William J. Scott, Damon A. Brown, 
Veader Leonard and others definitely establish the therapeutic value of this product as an 
efficient internal urinary germicide. 

Complete bibliography and literature descriptive of the scientific and clinical phases of 
CAPROKOL (Hexylresorcinol, S & D.) will be sent upon request. 

FOR ADULTS—Soluble Elastic Capsules CAPROKOL (Hexylresorcinol, S & D). 

Supplied in prescription boxes of 100 capsules. 

FOR CHILDREN—Solution CAPROKOL, — S &D. Supplied in four- 

ounce prescription bottles. 


NOTE—Diuretic drugs including Sodium Bicarbonate and large quantities of fluids should 
not be employed during treatment with CAPROKOL (Hexylresorcinol, S & D). 


SHARP & ee 


RBA LT I MOoOR =& 
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"= STORM 
Binder and Abdominal Supporter 


For Men, Women and Children 
For Ptosis, Hernia, Pregnancy, Obesity, 
Relaxed Sacro-lIliac Articulations, High and 
Low Operations, etc. 
Ask for 36 page Illustrated Folder 
Mail orders filled at Philadelphia only— 
within 24 hours. 
KATHERINE L. STORM, M.D., 
Originator, Patentee, Owner and Maker 


1701 Diamond St. Philadelphia 
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Greenbrier Valley Medical Society has elected D 
D. G. Preston, Lewisburg, President; Dr. J. D. 4 
buckle, Maxwellton, Vice-President; Dr. C. F. 
hood, Alderson, Secretary-Treasurer. 

Barbour-Randolph-Tucker Medical Society 
elected Dr. E. M. Hamilton, Belington, President; D 
T. M. Wilson, Elkins, First Vice-President; Dr. i 
Miller, Thomas, Second Vice- President; Dr. 

Irons, Dartmoor, Secretary-Treasurer, reelected. 

Harrison County Medical Society has elected D 
Cecil O. Post, Clarksburg, President; Dr. A. 
Kemper, Lost Creek, Vice-President; Dr. B. Steel 
Brake, Clarksburg, Secretary; Dr, E. A. Teets, Cla: 
burg, Treasurer. 

Kanawha County Medical Scciety has elected D 
R. H. Dunn, South Charleston, President; Dr. T. . 
Barber, Charleston, First Vice-President; Dr. D, : 
Barber, Owens, Second Vice-President; Dr. H. 
Robins, Charleston, Secretary-Treasurer. 

Marion County Medical Society has elected Dr, 

N. Yost, Fairmont, President; Dr. G. R. Miller, F; : 
view, First Vice-President; Dr. C. J. Carter, Faipe 
mont, Secretary; Dr, C. W. Waddell, Fairmont, Treag- © 
urer, reelected. : 

McDowell County Medical Society has elected Dr, | 
R. V. Shanklin, President; Dr. S. A. Daniels, Vi 
President; Dr. A, G. Rutherford, Secretary; Dr. H. 
Camper, Treasurer. 

Raleigh County Medical Society has elected Dr, 

F. Garrett, Sprague, President; tag D. L. Hill, Wick- 
man, First Vice-President; Dr. D. B. Jarrell, Beckley, 
Second Vice-President; Dr. E. S. Dupuy, Beckley, 
Secretary-Treasurer. 

Dr. Richard Talbott and Miss Thelma Butt were” 
married in October and now are residing in Hinton. © 


Deaths 


Dr. Florence Buhrman Evers, Martinsburg, aged 4 
died September 21 at a hospital in Baltimore, Md, 
following an operation. 

Dr. Samuel R. Fairchild, Elk Ridge, aged 39, died 
recently. 

Dr. Charles Beall Waggener, Arbuckle, aged % : 
died July 3 at Point Pleasant of heart disease. 





LOESERS INTRAVENOUS SOLUTIONS 


CERTIFIED 


“The Intravenous Adminis- 
tration of Mercurochrome’”’ 


is the title of a Supplement to the Journal of Intravenous Therapy presenting a 
symposium of the mass of new evidence that has appeared on the subject. 


The question of dosage is still under discussion, and in response to the varying 


LOESER’S INTRAVENOUS, SOLUTION 


demands we offer 


20 ec. (200 mgm.) 
10 ce. (100 mgm.) 
5 ec. ( 50 mgm.) 





MERCUROCHROME 


Copy of the Symposium will be mailed upon request. 


LOESER LABORATORY 


(New York Intravenous Laboratory) 
New Location: 22 WEST 26th STREET 


6 amps. 50 amps. 
$6.00 $37.50 
3.00 20.00 
2.00 13.33 


NEW YORK, N. Y. 
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“THE MORE CLOSELY THE DIET OF THE BOT- 
TLE-FED INFANT APPROXIMATES BREAST 
MILK, THE BETTER ITS CHANCES OF SUCCESS.” 


— eeCOLAC — 


BREAST * 
MILK RECOLAC 


Breast milk fat con- : Recolac fat contains 
tains only 1% Vola- only 1% Volatile 
tile Fatty Acids. Fatty Acids, 


50% more Lactalbu- 


0% ‘more Lactalbu- . 
50% ctalb men than Casein. 


men than Casein. 


The original Lactose 
in the milk with 
Mead’s Dextri-Mal- 
tose added. 


The Potassium Salts : The Potassium Salts 
are double the iis are double the 
amount of Calcium amount of Calcium 
Salts. 


* 1 oz. Recolac in 7 oz. of water. 


We feel sure that the simplicity of preparation 
and the uniform good results following the use of 
this feeding will commend it to you very highly. 


LET US SEND YOU LIBERAL SAMPLES 





The Mead Johnson Policy 


MEAD’S Infant Diet Materials are advertised only to physicians. No 
feeding directions accompany trade packages. Information in regard to 
feeding is supplied to the mother by written instructions from her doctor, 
who changes the feedings from time to time to mzet nutritional require- 
ments of the growing infant. Literature furnished only to physicians 











3 MEAD JOHNSON & COMPANY, Evansville, Indiana, U. S. A. 
Manufacturers of Infant Sint Diet Materials Exclusively 


h 
3 
en 
INSEE 


suUMwr77z7 77777 22 PLE POPPE LIL IL ILL IL EIEIO POLIO 





PT TUNVUUTUTUEUAUATOUUGOUEUOGEOULOUEUEOEDENUUUUUPUPFTAVOGEDUGUEUDEUEQETEVUCITONNTDEEDE?2 
5 PWSVSRSRSARSRSASASASHSAS 
4 


YTITIVITIT 


UIT 


Latest Refinements in 
Diphtheria Antitoxin 


Purity, Concentration, Limpid 
Fluidity 


ESEARCH—long, patient, painstaking research—has en- 
abled us to make progressive improvement in the methods 
of refining Diphtheria Antitoxin. 

And now Parke, Davis & Company’s Diphtheria Antitoxin 
represents, in the light of our present knowledge, the acme of 
desirability from the standpoints of purity and concentration. 

Compare it with others. You will be impressed with its 
smaller bulk, its crystal clearness, its water-like fluidity. 

It contains a minimum of protein matter and other solids, 
thus reducing the risk of serum reactions. And its low viscosity 
insures rapid absorption. 

There is no question about it—this Diphtheria Antitoxin is 
outstanding in its excellence. That's why many physicians 
specify, and insist on getting, the Parke, Davis & Company 
product. 

The syringe containers in which this Antitoxin is supplied are of very 


satisfactory design and are easily manipulated even under the trying condi- 
tions which frequently attend the injection of Antitoxin in children. 


Diphtheria Antitoxin, P. D. & Co., is supplied in syringe containers— 
1000 units for prophylaxis and 3000, 5000, 10,000 and 20,000 for curative 


purposes. 


MUA 


Our 22-page booklet, ‘‘Diphtheria Prophylaxis and 
Treatment,’ is available to physicians upon request. 


Parke, Davis & CoMPANY 


[United States License No.1 for the Manufacture of Biological Products} 
DETROIT, MICHIGAN 


DIPHTHERIA ANTITOXIN, P. D. & CO., IS INCLUDED IN N. N. R. BY THE COUNCIL ON PHARMACY 
AND CHEMISTRY OF THE AMERICAN MEDICAL ASSOCIATION 
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